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HEAD 
Pozzan, A.: Compensatory Hypertrophy of the 
Salivary Glands (Sull’ipertrofia compensatoria 
delle ghiandole salivari). Arch. ital. d. malattie 
dell’apparato digerente, 1936, 5: 64. 

Pozzan studied the morphological changes and 
the weight changes of residual salivary glands in 
dogs following partial sialectomy. 

He found that ablation of either one parotid or 
one submaxillary gland is not followed by any 
appreciable constant change in the weight or size 
of the corresponding contralateral gland. Simul- 
taneous removal of both the parotid and the sub- 
maxillary glands on one side is followed by a definite 
increase in the size and weight of the contralateral 
glands. This compensatory hypertrophy becomes 
noticeable after twenty-five days and persists for 
more than one hundred fifty days. At the end of 
that time, if the weight of the corresponding con- 
tralateral gland is taken into account, the increase 
in weight is found to be approximately two-tenths 
of the probable original weight. Control experi- 
ments showed that there is little, if any, difference 
in structure or weight between corresponding glands 
of the two sides. 

Simultaneous removal of the parotid, submaxil- 
lary, sublingual, and orbital glands on one side leads 
to a considerable increase in the weight and size 
of the corresponding opposite glands. This increase 
is most marked in the parotid gland and after 
twenty-five, forty-five, and one. hundred fifty days 
amounts to one-tenth, three-tenths, and nine-tenths 
of its weight, respectively. 

Total removal of the salivary glands (parotid, 
submaxillary, sublingual, and infra-orbital) with 
the exception of one in the series leads to hyper- 
trophy of the residual gland which is most marked 
in the parotid gland and least marked in the sub- 
maxillary gland. 

The absence of changes in form suggests that 
the process of hypertrophy progresses uniformly 
throughout the gland. One exception is the orbital 
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gland which, because of its peculiar anatomical 
relations, expands most readily downward and 
therefore becomes most markedly hypertrophied 
in its lower third. This gland assumes an oval 
outline. Its parenchyma shows no changes in color 
or consistency. 

Following partial sialectomy (removal of at least 
two glands), the histological picture of the remaining 
glands from seven to twenty-five days after the 
operation presents characteristic changes which 
indicate a proliferative activity of the parenchyma. 
This is expressed by typical nuclear and proto- 
plasmatic changes and the appearance of small 
aggregations of serous and mucous cells, tubules, 
and newly formed acini within the interacinous 
stroma. 

A few months later, hypertrophy is complete and 
on microscopic examination the gland is found 
practically normal. 

In none of the author’s experimental animals did 
the lachrymal glands undergo hypertrophy after 
sialectomy. 

Histological examination of the oral mucosa and 
the pharynx (vestibule, soft palate, and pillars) 
reveals only slight hypertrophy of the regional 
mucous glands. Ricwarp E. Somma. 


EYE 


Wheeler, J. M.: Ectropion: A Problem for Eye Sur- 
geons. South. M.J., 1936, 29: 377. 


This is a contribution from one who has had much 
experience combined with great judgment and skill. 
The gross elements of the procedure indicated in 
ectropion are known to most ophthalmic surgeons, 
but the niceties of technique have not received suffi- 
cient attention and it is upon these apparently small 
details that the success of the treatment depends. 

In the technique used by Wheeler the scar tissue 
of the lower lid is removed as thoroughly as possible 
by a straight incision above, parallel with the lid 
margin, and a curved incision below. The lower lid 
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has been released so thoroughly that the lid margin 
will usually come into apposition with the upper lid 
margin and lie relaxed against the eyeball. Any scar 
tissue which prevents this receives attention. By 
the removal of rectangular strips of epithelium from 
corresponding places in the upper and lower lid mar- 
gin two intermarginal adhesions are made to strad- 
dle the cornea. A graft slightly larger than the de- 
fect in the lower lid is dissected from the upper lid. 
No undermining is necessary. Forceps are not used 
to pick up this tissue. A knife is carried under the 
graft and then lifted with a hook. The graft is 
placed on a gauze pad dampened with normal saline 
solution at body temperature and bits of muscle are 
removed. Sutures are carried through the graft and 
through the skin surfaces surrounding the graft as 
near the edges as possible. 
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Fig. 1. Sutures have been tied to bring the denuded 
areas on the lid margins into firm apposition so that two 
intermarginal adhesions will form. The graft is being re- 
moved from the upper eyelid to be placed on the prepared 
bed of the lower lid. 
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Fig. 2. The graft from the upper lid has been sutured in 
position on the lower lid. Sutures have been placed to close 
the wound in the upper lid. No undermining is necessary. 
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When the graft is in place, the lids are covered 
with two pieces of gutta percha with the grains 
crossed and vaseline smeared over them. Over the 
gutta percha sterile gauze is packed. The gutta 
percha overlaps the graft slightly and the gauze 
overlaps the gutta percha. Over the dressing are 
placed strips of adhesive plaster to produce as much 
pressure as possible. These strips are applied ob- 
liquely so that they will escape the corner of the 
mouth. 

The first postoperative dressing is done after five 
days and with great care to prevent hemorrhage. 
At the first dressing, the intermarginal sutures are 
removed, but the patient is cautioned not to open 
the eyes. The pressure bandage is then re-applied 
and thereafter is changed every three days over a 
period of two weeks. At the end of that time the 
sutures are removed. The graft is then anointed 
with vaseline twice daily for two weeks to prevent 
drying. Vircit Wescott, M.D. 


Thygeson, P., and Mengert, W. F.: The Virus of 
Inclusion Conjunctivitis: Further Observa- 
tions. Arch. Ophth., 1936, 15: 377. 


The virus causation of inclusion blennorrhea de- 
scribed by Lindner was confirmed in a report by 
Thygeson published in 1934. Evidence was pre- 
sented to indicate that the basophilic cytoplasmic 
inclusion bodies were virus colonies similar to those 
in psittacosis and of the same nature as those in 
vaccinia-variola, fowlpox, molluscum contagiosum, 
and infectious ectromelia. 

Since 1934 the authors have seen 8 additional 
cases, in 5 of which there was no secondary infection. 
Three showed staphylococcus aureus organisms 
which disappeared after a few days of treatment with 
a o.5 per cent silver nitrate ointment. In 5, the 
symptoms were severe for from ten to fourteen days 
and then subsided into the chronic stage. In the 
3 others they were mild, indicating that inclusion 
blennorrhea cannot be diagnosed on the basis of the 
clinical signs alone. Changes in the cornea were 
absent in all. In 2 cases in which severe upper 
respiratory tract infections developed, no inclusion 
or free bodies were found. In 4 infants and 10 adults 
with gonorrheal ophthalmia, there was no evidence 
of a mixed inclusion infection. In three cases the 
infection was monocular at birth, but became 
bilateral within six days or more. 

Of 2,170 newborn infants treated by the Credé 
method of prophylaxis (the instillation of a 1 per 
cent solution of silver nitrate at birth, repeated after 
four hours), only 1 developed gonorrheal ophthalmia 
and in this infant the condition was unilateral. 

Inclusion blennorrhea may heal without gross scar- 
ring. Aust found that scarring occurred only in 
cases in which pseudomembranes formed, and ap- 
parently was the result of the intense inflammatory 
process rather than the action of a chronic scar- 
producing agent such as is present in trachoma. 

The communicability of the disease is slight. In 
many of the reviewed cases there was no history of 
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contact. In the mild epidemics from infection in 
swimming pools direct transfer has been rare. 

The disease usually appears as a follicular con- 
junctivitis of acute or subacute onset, but papillary 
hypertrophy sometimes predominates. The incuba- 
tion period is approximately seven days. The dura- 
tion of the condition is usually from three to six 
months. It is never less than one month and rarely 
more than a year. The disease is often confused 
with trachoma, but differs from the latter clinically 
by the predominant involvement of the lower lid and 
the absence of pannus and cicatrices. 

The clinical differences between the infection in 
infants and in adults seem to be due to diminished 
susceptibility of the conjunctiva of the adult. 

The papillary type usually begins in an acute form 
with swelling of the pre-auricular gland on the in- 
volved side. In the reviewed cases minute hemor- 
rhages of the conjunctiva were common, there was 
much secretion, and inclusions were usually numer- 
ous. 

Follicular conjunctivitis was characterized by a 
subacute onset scanty secretion, and _ follicular 
hypertrophy and infiltration of the conjunctiva, par- 
ticularly of the lower cul-de-sac. Pre-auricular 
adenopathy was common. 

Superficial punctate keratitis was observed in 1 of 
each type of case, and pseudoptosis was evident in all 
cases of monocular infection. 

The principal subjective symptoms were blurring 
of vision due to the secretion, and photophobia. 
There was no itching. In 4 cases healing seemed to 
be complete and the conjunctiva and cornea ap- 
peared to have returned to normal at the end of the 
period of study. 

One of the reviewed cases was that of a surgeon 
in whom the infection developed following an oper- 
ation for dilatation and curettage in which blood 
spurted into the eye. The clinical course was typical 
of papillary inclusion conjunctivitis. 

The bacteriological findings in all of the cases 
were essentially negative, only clostridium xerosis 
and staphylococcus albus being commonly found. 
In 2 cases slightly hemolytic staphylococci were seen, 
but were not numerous. In 1 case there was a tem- 
porary secondary infection with influenza bacilli. 

The demonstration of inclusion bodies was more 
difficult than in cases of inclusion blennorrhea. Free 
elementary and initial bodies were never numerous. 
Typical inclusions were found more easily in the 
papillary type than in the follicular type. 

In 7 cases treatment with silver nitrate and oxy- 
cyanide of mercury failed to shorten the course of 
the disease. In 1 case the condition was treated for 
a month without noticeable effect with each of 
several drugs, and the disease was still active at the 
end of a year. In 2 cases in which no treatment was 
given healing occurred in two months. 

According to Morax, the essential lesion is a diffuse 
subepithelial infiltration with leucocytes, principally 
mononuclear. The epithelium is infiltrated with 
leucocytes and undergoes mild proliferation or par- 
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tial desquamation. The lymphatic cells have a 
tendency to group themselves in masses in which 
vascular networks develop. Healing occurs without 
the formation of scars. Numerous characteristic 
follicles with avascular centers composed of large 
mononuclear cells surrounded by plasma cells and 
lymphocytes are seen. 

The authors discuss the differential diagnosis of 
inclusion conjunctivitis, including trachoma and 
acute follicular conjunctivitis of the Béal type. 

In the epidemic form of inclusion conjunctivitis, 
the transmission of the infection probably occurs by 
way of the water in a swimming pool. The source of 
the infection may be either the secretion from an in- 
fected eye or infected genital secretion. In isolated 
cases in which the swimming pool can be eliminated 
as the source of the infection, the virus must pass 
from eye to eye or from the genito-urinary tract to 
the eye. The latter is the more probable. 

In 1884 Kroner advanced the hypothesis that 
blennorrhea of the newborn in which the gonococcus 
is not present is caused by an unknown agent, the 
primary site of which is the birth canal of the mother 
The demonstration of inclusion bodies in cases of 
non-gonococcic urethritis in men (Lindner) and of 
urethritis in women (Halberstaedter and Prowazek) 
indicated the probable source of the infection in the 
baby. The disease was produced in the eyes of 
baboons with secretions obtained in cases of ure- 
thritis in men in which the gonnococcus was absent 
and with secretions from the vagina of mothers 
whose babies had inclusion blennorrhea. Heymann 
was able to transmit the infection to monkeys. In- 
clusion bodies have been found in epithelial cells 
from the cervix and in secretions from the vagina 
In 2 cases free elementary bodies were observed in 
enormous numbers in smears from the cervix, a 
finding of significance with regard to the epidemiol- 
ogy of swimming pool conjunctivitis and suggesting 
localization of the virus in the cervix. The infection 
appears to have little if any gynecological impor- 
tance although it may be a minor cause of leucor- 
rhea. A case of inclusion urethritis in a man indicat- 
ing transmission by sexual intercourse is reported. 

The morphological and staining characteristics of 
inclusion virus are described and various experi- 
mental observations are discussed. When sutlicient 
knowledge of viruses has been obtained to permit a 
systematic classification, it is probable that inclusion 
virus will be grouped with the viruses of trachoma 
and psittacosis and possibly with those of vaccinia 
variola and fowlpox, all of which have elementary 
virus granules. The close relationship between the 
viruses and rickettsia has long been recognized. At 
present the genus rickettsia is limited to a group of 
minute intracellular bacteria which have a blood- 
sucking arthropod as one of their hosts. Whether 
this definition should be modified to include the type 
of organism seen in inclusion conjunctivitis and 
psittacosis is a subject for discussion. 

Inclusion conjunctivitis confers no immunity. 
This is evidenced by the lack of neutralizing anti- 
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bodies or agglutinins for the elementary bodies. 
There is no permanent local immunity, and previous 
infection with trachoma virus does not confer im- 
munity to infection with inclusion virus. 

Epwarbp Pratt, M.D. 


Rycroft, B. W.: The Surgery of Corneal Grafts. 
Lancet, 1936, 230: 239. 

After briefly reviewing the history of corneal 
grafting and the various techniques that have been 
used, Rycroft describes in detail his own procedure. 
The latter is as follows: 

A general investigation of the host and donor is 
made, gross focal sepsis removed, and general dis- 
ease eliminated. The Wassermann reaction of the 
donor must be negative. There must have been no 
active disease in the eyes for at least a year before 
the keratoplasty is undertaken. The usual prelimi- 
nary precautions are taken to ensure patency of the 
lachrymal ducts and sterility of the conjunctival sac. 
There must be no severe cough or prostatic obstruc- 
tion. Preliminary treatment consisting of irrigations 
with a 1:8,000 solution of mercuric oxycyanide at 
intervals of four hours and local ultraviolet irradi- 
ation with the full spectrum of the mercury-vapor 
lamp for three minutes daily is carried out for a 
week. The projection of the eye is accurately meas- 
ured. The response must be brisk. Retro-illumina- 
tion is used to determine the position of the pupil 
and the presence or absence of gross lens opacities. 
This is of importance in determining the site for the 
graft. On the day before the operation the state of 
the bowels is attended to in the usual way, and 
atropine is instilled at night into the eye of the host. 
Rycroft has given up the use of miotics. On the 
morning of the operation 7% gr. of medinal are 
given one hour before the time of the operation. 
The patient is operated upon in bed. 

The preparation of the site in the host and the 
enucleation of the donor’s eye are begun simultane- 
ously. Facial akinesis by the method of O’Brien is 
a routine procedure. In the host, a complete flap is 
formed by incising around the limbus, and is then 
separated well back to the equator of the globe. 
Next, a pursestring suture of black silk is inserted 
close to the edge of the conjunctiva in such a way 
as to render the aperture eccentric when the suture 
is tightened. A 4-mm. circular graft is outlined 
over the precise site of the pupillary aperture 
which has been determined previously and may have 
been marked on the nebula with methylene-blue 
(Elschnig), and the whole thickness of the cornea is 
cut through. During these maneuvers the eye is 
constantly irrigated with normal saline solution at 
body temperature, and when the graft is cut through 
in one portion, the aqueous is slowly evacuated. The 
section is completed with the scissors and a fine pro- 
tected forceps. The same procedure is carried out 
on the enucleated eye with the use of Thomas’s 
apparatus to hold the globe. 

The graft is then transferred to normal saline 
solution at body temperature, and from there to the 
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bed by means of a lens spoon, care being exercised 
to see that it is not turned upside down. It is 
maneuvered into position by means of the iris 
repositor, the assistant at the same time gradually 
tightening the pursestring suture so that the graft 
gradually disappears from view as the conjunctiva 
closes over it. When the conjunctiva is tied off and 
allowed to fall back the graft is held securely in posi- 
tion by the natural strap over the cornea. No suture 
touches the graft as the latter is entirely covered by 
conjunctiva. The upper lid is fixed to the cheek 
with a retention stitch, and the routine treatment 
which is employed following operations for cataract 
is given. 

The eye is not dressed for three days. At the end 
of that time the graft usually appears opaque and 
can be seen dimly through the widening conjunctival 
aperture. At the end of the first week more of the 
graft is visible, and it is slowly beginning to clear. 
After from ten to fourteen days the stitch either cuts 
out or is removed and the conjunctiva slides back. 
Atropine mydriasis is continued from the first dress- 
ing. It is of importance to keep the patient in bed 
for at least a month as the linear scar is weak and 
there is a tendency toward prolapse if the patient 
attempts too much. 

The indications for the grafting of a cornea are 
clearly defined: 

1. There must be reduction of vision by a corneal 
scar to perception of hand movements. 

2. Uveal tissue must not adhere to the scar. It 
—_. be separated off before the grafting is under- 
taken. 

3. The pupillary aperture must be bright and 
mobile by retro-illumination, although successful 
cases of graft have subsequently had a cataract re- 
moved. 

4. Glaucoma must be absent. 

The projection of light must-be accurate and 
risk. 

6. There must be absence of disease in the host 
and of syphilis in the donor. 

Operative complications consist of prolapse of the 
iris, difficulty of fixation of the graft, sepsis (rare), 
and opacification of the graft. 

Leste L. McCoy, M.D. 


Cowan, A.: Congenital and Familial Cysts and 
Flocculi of the Iris. Am. J. Ophth., 1936, 19: 287. 


Cowan reports four cases of congenital and fa- 
milial cysts of the retinal pigment layer of the iris. 
The cysts were bilateral. They consisted of pig- 
mented masses and pouches filled with fluid which 
projected from the posterior layers of the iris through 
the pupil and into the anterior chamber. They 
filled and emptied. The four patients were related, 
but there was no consanguinity. One patient was 
mentally deficient, had had chorea, and came to the 
clinic because of a divergent strabismus. The find- 
ings of physical examinations were negative, and 
there was no history nor evidence of injury. 

Vircit WEscortt, M.D. 
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Walsh, F. B., and Sloan, L. L.: Idiopathic Flat 
Detachment of the Macula. Am. J. Ophth., 1936, 
19: 195. 

Idiopathic flat detachment of the macula is 
characterized by unilateral dimness of vision with a 
positive scotoma, morphopsia, and micropsia. The 
onset is usually sudden. Ophthalmoscopic examina- 
tion reveals a macular change suggestive of early 
choroiditis. With the aid of the binocular ophthal- 
moscope, this is seen to be a definite swelling in the 
macular region from 3 to 4 disk diameters in area 
with a few small yellow spots in the retina. The ac- 
quired transient hyperopia is probably due to the 
swelling. There is a central scotoma which may be 
absolute for small colored test objects. The condi- 
tion is self-limited and of unknown causation. Re- 
covery takes place in from two to four months, and 
is usually quite complete although in some of the 
cases the micropsia and changes in the light sense 
may remain. There is some tendency toward re- 
currence. 

The authors report three cases and present fundus 
photographs which show the typical appearance of 
the lesion and the various stages of recovery. 

The condition has been designated by others by 
such terms as “central chorioretinitis,” ‘‘central 
retinitis,’ ‘‘macular edema,” and “preretinal 
edema.” 

The authors believe that there is a separation of the 
retina in the macular region. They base this opinion 
on the bending forward of the blood vessels at the 
margins of the affected area, the reduplication of 
the beam with the Friedenwald ophthalmoscope, 
and the temporary hyperopia. 

A. Mann, Jr., M.D. 


Coston, T. O.: Primary Tumor of the Optic Nerve, 
with the Report of a Case. Arch. Ophth., 1936, 
15: 696. 

Primary tumor of the optic nerve is infrequent. 
Only a few more than 300 cases have been reported 
in the literature. Intraneural tumors, usually classi- 
fied as gliomas, occur in from 60 to 75 per cent of 
cases in the first decade of life, while tumors of the 
nerve sheaths, most of which are endotheliomas or 
meningiomas, are most common after the thirtieth 
year of age. Fibromas, also of nerve-sheath origin, 
constitute only about 3 per cent of tumors of the 
je nerve and are usually found in the early years 
of life. 

The case reported is of interest because of the ex- 
tension of the tumor, a dural endothelioma of the 
optic nerve, to the disk. Adjacent to the edematous 
disk on the temporal side and definitely connected 
to it were 2 elevated grayish nodules. The condition 
is shown by a photograph of the fundus. The pa- 
tient, who was forty-eight years of age, had com- 
plained of loss of vision and proptosis for nearly 
twenty years. At operation, the globe, tumor, and 
intra-orbital portion of the optic nerve were re- 
moved by a modified Lagrange incision. There was 
no serious postoperative complication. Today, one 
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year after the operation, the patient is in good 
condition. 
Pathological examination of the specimen con- 
firmed the diagnosis. The tumor completely sur- 
rounded the optic nerve which had been compressed 
into a narrow cord and was completely atrophic. 
Wiitam A. Mann, Jr., M.D. 


NOSE AND SINUSES 


Kasper, K. A.: Nasofrontal Connections: A Study 
Based on 100 Consecutive Dissections. Arch. 
Otolaryngol., 1936, 23: 322. 

The author states that for correct interpretation of 
the anatomy of the nasofronta] connections in the 
adult simultaneous study of dissections from adults 
and fetuses is necessary. 

In his study of too adult nasofrontal connections, 
the frontal sinus or sinuses were found to develop in 
the following ways: (1) in 57 per cent, by expansion 
of a frontal anterior ethmoidal cell or cells in the 
frontal recess; (2) in 34 per cent, by expansion of an 
infundibular anterior ethmoidal cell or cells in the 
ethmoidal infundibulum; (3) in 4 per cent, by direct 
expansion of the ethmoidal infundibulum; (4) in 3 
per cent, by direct extension of the frontal recess; 
and (5) in 2 per cent, by expansion of a cell or furrow 
in the suprabullar region. 

The foregoing figures show that in 62 per cent of 
cases (Groups 1, 4, and 5) the nasofrontal connection 
is not directly related anatomically to the ethmoidal 
infundibulum; in 57 per cent it has its genesis in a 
frontal pit or furrow; in 3 per cent it is a direct ex- 
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Fig. 1. Dissection from an adult. Note the nasofrontal 
connection in direct anatomical continuity with the eth- 
moidal infundibulum. The early frontal pits have re- 
mained quiescent. The septum frontale is extremely thin 
and presents a large natural opening between the right and 
the left frontal sinus. 
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Fig. 2. Dissection of an adult lateral nasal wall. Note 
that the frontal sinus is formed by a direct extension of the 
entire frontal recess. The distortion of the frontal recess is 
due to an expansion of an infundibular anterior ethmoidal 
cell. 


tension of the frontal recess; and in 2 per cent it 
grows from a suprabullar cell. 

In 38 per cent of cases (Groups 2 and 3) there is a 
fairly direct relationship between the nasofrontal 
connections and the ethmoidal infundibulum. In- 
deed, in 4 per cent of cases the ethmoidal infundi- 
bulum and the frontal sinus are in direct anatomical 
continuity. In the remaining 34 per cent, an in- 
fundibular anterior ethmoidal cell, located in the 
ventral portion of the ethmoidal infundibulum, ap- 
pears to be responsible for the origin of the frontal 
sinus. James C. BraswE Lt, M.D. 
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Montgomery, M. L.: Lingual Thyroid. A Compre- 
hensive Review. West. J. Surg., Obst. & Gynec., 
1935, 43: 661; 1936, 44: 54, 122, 189. 

By the term “lingual thyroid” the author refers 
to thyroid tissue occurring at the base of the tongue. 
A very rare form—of which only 2 cases have been 
recorded—is that in which thyroid tissue is found 
in the body of the tongue. The first authentic case 
of lingual thyroid was reported in 1888, by Bernays. 
Dore discussed the subject in 1922. 

Before reviewing the cases recorded to date, 
Montgomery reports a case of his own. In child- 
hood his patient had sufiered from hypothyroidism. 
The tumor, which was probably a compensatory 
growth, appeared when she was nineteen years of 
age. During her pregnancies it enlarged. Thy- 
roiditis resulted from a necrosing injection. Iodine 
therapy caused a variation in the size of the mass. 
The thyroid tumor was subjected to biopsy. 

In the literature Montgomery has found the 
records of 144 apparently authentic cases of lingual 
thyroid. He read the original records of all except 1 
case. He summarizes the cases in tables. The chief 
symptoms were dysphagia and dysphonia. Less 
frequent were dyspnea, pain, and hemorrhage. 
Hyperthyroidism occurred occasionally. Thyroid 
insufficiency was noted in 21 cases. Montgomery 
discusses the relationships of lingual thyroid to 
ovarian function and describes the physical findings 
in cases of benign tumor. Autopsies, operations, 
and careful clinical examinations have shown that 
in from two-thirds to three-fourths of cases of 
symptom-producing lingual thyroid there is no 
thyroid in the normal location in the neck. 

In conclusion Montgomery describes the histo- 
logical findings in 94 benign lingual thyroid nodules. 
These nodules showed the usual changes found in 
the thyroid in the neck. Paut Starr, M.D. 
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SURGERY OF THE 
BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Skoog, T.: Studies of a Material of Head Injuries 
from the Surgical Clinic in Lund, with Special 
Reference to Temporal Bone Involvement. Acta 
chirurg. Scand., 1936, 77: 383. 

The author reviews 794 injuries of the skull 
treated in the Surgical Clinic of the University of 
Lund, Sweden, in the ten-year period from 1924 to 
1933. In 370 of the cases there was a verified 
fracture. After presenting a general survey of the 
cases, Skoog discusses in detail the cranial fractures 
involving the temporal bone. He states that the 
diagnosis of such fractures is facilitated by X-ray 
examination much more today than formerly. In 
1933 the incidence of negative roentgen findings in 
cases of clinically diagnosed or suspected fractures 
of the temporal bone was much lower than in 1924. 
However, the diagnosis can be made with most cer- 
tainty from the findings of anatomical] and functional 
otological examinations. 

In 38.9 per cent of the reviewed cases of fracture, 
involvement of the temporal bone and ear was found. 
The author describes the different types of temporal 
bone fracture in detail and discusses their symptoms, 
prognosis, and treatment. In the Surgical Clinic of 
the University of ‘Lund, uncomplicated cases are 
treated conservatively with careful attention to the 
condition of the cerebrospinal fluid. At the first sign 
of meningitis, operation is recommended. As a rule 
operation is limited to chiseling of the mastoid 
process and exposure of the involved dura. Only in 
very exceptional cases is a radical operation per- 
formed. 

In 94 cases of fracture of the temporal bone, in- 
cluding 90 of pyramidolongitudinal fractures and 4 
pyramidotransverse fractures, a particularly detailed 
functional otological examination was made. In all 
of the 4 cases of pyramidotransverse fractures 
cochlear and vestibular function was destroyed. In 
3 of them there was a spontaneous nystagmus 
toward the unaffected side. In 1 case the presence of 
nystagmus was uncertain, but the findings of roent- 
gen examination indicated that the fracture had 
involved the labyrinth. Facial palsy occurred in 
only 1 of the cases and showed a tendency to de- 
crease while the patient was in the hospital. In all 
except 2 of the go cases of pyramidolongitudinal 
fracture there were disturbances of both the middle 
and the internal ear, but disturbances of the middle 
ear predominated. In 43.3 per cent there were also 
vestibular disturbances. 

On the basis of this material the author concludes 
that involvement of the temporal bone in cranial 
trauma is not associated with any greater tendency 
toward disturbances in the vestibular area than are 
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fractures at other sites or cranial traumas without 
fracture. 


De Martel, T., Guillaume, J., and Thurel, R.: 
Cerebral Pseudotumors from Blocking of the 
Subarachnoid and Ventricular Cavities (Pseudo- 
tumeurs cérébrales par cloisonnements des cavités 
sous-arachnoidienne et ventriculaires). Presse méd., 
Par. 1936, 44: 563. 

The authors state that the subarachnoid space 
may be blocked by a pericerebral serous lepto- 
meningitis. In their cases this leptomeningitis has 
usually been of a circumscribed unilateral type. 
Under such conditions the chief symptoms are 
headache, jacksonian epilepsy, and paretic symp- 
toms. The headache is chiefly unilateral and occurs 
in attacks of varying severity which are sometimes 
accompanied by vomiting. The epilepsy of the 
jacksonian type usually extends at first to half of 
the body, but later may become generalized. The 
crises occur very irregularly, sometimes at con- 
siderable intervals and sometimes frequently. The 
paretic symptoms may include facial paralysis, 
brachial monoplegia, or hemiplegia with brachio- 
facial involvement predominating. Sensory symp- 
toms are slight. There are no, or only slight, signs 
of intracranial hypertension. The diagnosis must 
be made by encephalography with the lumbar in- 
jection of from 30 to 4o c. cm. of air. This method 
makes it possible to exclude the presence of a tumor 
and shows that the air does not occupy the entire 
subarachnoid space affected. The condition is best 
treated surgically by draining off the collections of 
serous fluid. This usually relieves the symptoms. 
While the jacksonian crises may recur because of 
persistent cicatricial lesions, even those of a minor 
nature, they will be less severe. 

Blocking of the foramen of Monro by a similar 
pathological process is demonstrated on encepha- 
lography by failure of one lateral ventricle to fill 
with air. This condition is sometimes demonstrable 
in cases of epilepsy. Blocking of the subarachnoid 
spaces of the posterior cerebral fossa, of the foramen 
of Magendie, or of the aqueduct of Sylvius may 
cause severe symptoms as it prevents the normal 
outflow of the ventricular fluid and produces an 
internal hydrocephalus. Some of the symptoms 
resemble those of tumor of the cerebral fossa, being 
caused by increased intracranial pressure. Others 
are due to the site of the lesion. The chief symptoms 
are occipital headache, vomiting, vertigo, disturb- 
ances of equilibrium, and bilateral choked disk (in- 
dicating a marked degree of intracranial hyper- 
tension). With the exception of the oculomotor 
nerve, the cranial nerves are usually not involved. 
These conditions are best diagnosed and the site of 
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the block is best determined by ventriculography 
with insufflation of air directly into the ventricles, 
a procedure which makes it possible also to exclude 
tumor of the posterior cerebral fossa. Lumbar 
puncture is of no value for diagnosis and is definitely 
contra-indicated. The operative procedure indi- 
cated depends upon the site of the block. Its aim 
must be to restore the normal flow of the cerebro- 
spinal fluid. Preliminary ventricular puncture should 
be done if the hydrocephalus is marked. 

Optic chiasmal arachnoiditis per se is not re- 
sponsible for the serious visual disturbances that 
have sometimes been attributed to it. Marked 
loss of vision occurs only when the inflammatory 
process extends to the chiasm and the optic nerve. 
If there is no improvement under medical treat- 
ment, an operation to liberate the optic nerve from 
the surrounding inflammatory tissue is justified. 
Surgical exploration of the optic-chiasmal region is 
not dangerous if a sound is placed in the lateral 
ventricle so that fluid may be drained off during 
and after the operation in case a hypertensive re- 
action occurs. AticE M. MEYERs. 


Courville, C. B.: Multiple Primary Tumors of the 
Brain. A Review of the Literature and a Report 
of Twenty-One Cases. Am. J. Cancer, 1936, 26: 
793- 

The types and combinations of multiple intra- 
cranial tumors are varied. In most cases the devel- 
opment of tumors from 2 separate tissues is largely 
a matter of chance. On the other hand, there are 
records of a number of cases of multiple tumors of 
the meninges (meningiomas), the nerve roots (cen- 
tral neurofibromatosis), and the brain (gliomas) 
which suggest a predisposition to the formation of 
multiple growths. 

The incidence of multiple gliomas in a series of 
autopsies is about 1.5:1,000. Such tumors consti- 
tute 4.3 per cent of intracranial neoplasms in gen- 
eral. In the author’s series they constituted about 
8 per cent of gliomas. About ro per cent of multi- 
form glioblastomas are multiple whereas only 6 per 
cent of astrocytomas found at autopsy are multiple. 

In a review of the literature, the author found re- 
ports of 113 apparently authentic cases of multiple 
gliomas in which the essential pathological findings 
were recorded. To these he adds 21 cases which have 
come under his own observation. 

In most of the cases cerebral hemispheres were the 
site of the multiple tumors. The individual tumors 
vary considerably in size, degree of invasiveness, and 
the nature and degree of regressive changes. In a 
given case there may be tumors of different sizes, 
suggesting either a difference in their degree of malig- 
nancy or in their time of genesis. Solid, hemorrhagic, 
and cystic tumors may be found associated. 

In the majority of cases the tumors are multiform 
glioblastomas. Multiple astrocytomas and other 
types are much less frequent. In the author’s series, 
multiple astrocytomas were found only in the cere- 
bellum (vermis and lobe) and thalamus. It is pos- 
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sible that gliomas of other types, such as gangliomas, 
may also be multiple. 

The only logical explanation for widespread tu- 
mors is the development of multiple independent 
foci. In cases presenting small satellite tumors about 
a larger growth it is possible that the large tumor 
may “infect” or stimulate the development of the 
smaller foci (discontinuous growth). The distribu- 
tion of the tumors and the arrangement of the ana- 
tomical structures seems to exclude the possibility of 
metastasis by way of arterial or venous channels, 
perivascular channels, or the cerebrospinal fluid. 

K. Narat, M.D. 


Caporale, L., and De Bernardis, M.: Heteroplasties 
of the Dura with Laminated Catgut (Sur les 
hétéroplasties durales avec le catgut laminé). Rev. 
de chir., 1936, 55: 10. 


After reviewing the subject of plastic operations 
for injuries of the skull and brain, the authors report 
experiments they carried out on rabbits in which, 
after the removal of pieces from the dura and of 
fragments from the brain, thin layers of catgut 
washed several times in warm physiological salt solu- 
tion and of a size sufficient to extend about 5 mm. 
beyond the borders of the wound were pushed under 
the edges of the defect in the dura and into immedi- 
ate contact with the cerebral wound. Twelve rab- 
bits were operated upon in this manner. In four of 
them inflammation resulted and caused death on 
the eighth, twelfth, fifteenth, and eighteenth post- 
operative day respectively. The surviving animals 
were killed after periods of from six to twelve months. 
The histological findings are described in detail and 
shown by photomicrographs. 

The brain scar was soft and gray, completely iso- 
lated by the plastic membrane. There were no ad- 
hesions to the dura or skull. The layers of catgut 
still persisted. No signs of small-cell infiltration or 
an inflammatory reaction were found. 

The use of thin layers of catgut protects the brain 
from the formation of the hard rigid scars which re- 
sult when the skull and dura are injured and the 
dura is not repaired in some such fashion. When the 
dura shows no loss of substance and can be com- 
pletely reconstructed, and when the brain substance 
is not injured such a plastic procedure is unneces- 
sary, but when there is an injury of the brain sub- 
stance or a defect in the dura, the use of a non- 
irritating plastic substance is very valuable in the 
formation and guidance of the cells newly formed 
after the injury and in protecting the brain from the 
formation of rigid scars which exert pressure on the 
cerebral tissue. AuprEy Goss Morean, M.D. 


Harris, W.: Ciliary Neuralgia and Its Treatment. 
Brit. M. J., 1936, 1: 457. 


In an article published in 1926, Harris reported 
seven cases of migrainous neuralgia with pain in or 
around the eyeball, some of which showed marked 
congestion of the conjunctiva with lachrymation. In 
six cases, injection of the infra-orbital nerve gave 
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relief. In this article sixteen additional cases are 
reported. Alcohol injection of the gasserian ganglion 
resulted in apparently lasting cure. 

The term “migrainous neuralgia” is applied by 
Harris to recurrent and usually unilateral neuralgia 
of the temple or the side of the forehead and jaw. 
The attacks vary in frequency, the rapidity of their 
onset, and their duration. They usually last for from 
ten to thirty minutes. Nausea occurs occasionally, 
but vomiting is rare. Visual spectra and transient 
hemianopia are never present. When the eyeball 
itself is prominently affected by the pain Harris calls 
the condition “ciliary neuralgia.’ There is often a 
history of migraine in the patient or his family. 
Harris considers the condition an anterior migraine 
affecting the dural meningeal vessels instead of the 
posterior cerebral branches, with reference of the 
pain through the recurrent meningeal branches of the 
fifth nerve. The relief obtained from nerve injection 
is explainable on this basis. 

Attacks of trigeminal tic are shorter than those of 
migrainous neuralgia, lasting only a few seconds or a 
minute or two. They differ from the latter also in 
the fact that they can be provoked by stimulation of 
trigger zones. The “points de Valleix’’ are not 
diagnostic of tic. 

Chronic neuralgia of the jaws is a more persistent 
type of pain which sometimes radiates from the face 
to the side of the head and into the neck and shoul- 
der. It is most common in women and probably has 
a strong hysterical element. Alcohol injection is to 
be avoided in this condition. 

Harris presents a classification of hemicrania in 
which the atypical neuralgias are divided into four 
groups according to the apparent cause. He then 
describes the type of treatment giving relief. 

Ciliary neuralgia has been known to occur at all 
ages up to seventy-two years, but is most frequent 
between the fortieth and fiftieth years. The redness, 
congestion, and lachrymation of the eye at the time 
of an ocular crisis may lead to a diagnosis of iritis, 
orbital abscess, or acute conjunctivitis, but the re- 
currence of the attacks should suggest the nature of 
the condition. After ganglion injection or root sec- 
tion the cornea loses sensation. Therefore care must 
be taken to prevent keratitis and panophthalmitis, 
which may occur without pain. 

Other conditions about the eye which must be 
ruled out in the differential diagnosis are glaucoma, 
trigeminal tic, herpes frontalis, and leaking aneurism 
of the circle of Willis. Epwarp §. Pratt, M.D. 


Canton, J., and LaFargue, P.: The Surgical Treat- 
ment of Facial Neuralgia (Le traitement chirur- 
gical de la névralgie faciale). Bordeaux chir., 1936, 
PP. I, 153- 

This is a complete review of the subject of major 
trifacial neuralgia. A brief historical sketch is 
followed by a discussion of the various types of 
neuralgia of the face and the importance of the 
differential diagnosis between major and minor 
trigeminal neuralgia. For major trigeminal neu- 
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ralgia there is only one treatment, namely, destruc- 
tion of the nerve by injections of alcohol or mechani- 
cal section. The authors review the various routes 
and methods used for alcohol injection, but do not 
describe them in detail. They state that as such 
injections are relatively benign and minor procedures 
they should be tried before operation in all except 
severe cases with involvement of all three divisions 
of the nerve. However, their effects are usually 
temporary and often unsatisfactory. Nearly al- 
ways, operation is required eventually. 

For the operative treatment of facial neuralgia 
most French surgeons prefer anesthesia induced by 
the rectal injection of oil-ether, whereas American 
surgeons seem to prefer local anesthesia or avertin 
plus inhalation anesthesia. 

The authors review in some detail the history of 
operative division of the fifth nerve, citing espe- 
cially the pioneer attempts of Horsley, Kocher, and 
Rose. The earlier dangerous procedure of avulsion 
of the gasserian ganglion had a mortality of approxi- 
mately 15 per cent. This procedure was superseded 
by division of the posterior root, which may be 
accomplished by either the extradural temporal or 
the intradural cerebellar route. 

The steps in the temporal approach are described 
in detail. The various incisions and methods of 
controlling hemorrhage from the middle meningeal 
artery are discussed, but the authors do not express 
their preference. They believe that except under 
unusual circumstances complete division of the 
posterior root should be done as partial division is 
somewhat uncertain and is followed by a high inci- 
dence of recurrence requiring a second intervention. 

In discussing the keratitis which may follow 
operation, the authors designate the condition by 
the term “neuroparalytic ocular syndrome.” They 
state that as trauma to the gasserian ganglion is 
nearly always followed by keratitis, they recom- 
mend division of the posterior root as far behind 
the ganglion as possible. 

According to Hartmann, the keratitis is of the 
following types: 

1. Serous keratitis secondary to a disturbance in 
the gasserian ganglion due to the operation. 

2. Lagophthalmic keratitis due to failure of 
closure of the lids following the operation. 

3. Traumatic keratitis due to corneal anesthesia. 

4. Keratitis not related to any of these mech- 
anisms, which presents the characteristics of a 
trophic disturbance and may possibly be due to 
trauma to the ganglion. 

After careful study of many cases, De Martel 
developed the following classification: 

1. Infectious keratitis—not an ordinary infection, 
but due to the filterable herpetic virus. 

2. Vasomotor keratitis due to sympathetic dis- 
turbances. 

3. Trophic keratitis due to trauma or irritation 
of the gasserian ganglion. 

The second part of the article is devoted to a 
consideration of the intracranial cerebellar route 
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first used by Dandy in 1925. Ramonéde described 
such an approach on the basis of work on cadavers 
in 1903, but never used it clinically. The authors 
describe the steps of the operation performed by 
Dandy. 

From the reports of Dandy, twenty-five opera- 
tions performed by Petit-Dutaillis, and ten opera- 
tions performed by Van Wagenen by the cerebellar 
route, they come to the conclusion that the mor- 
tality following the use of this route is about the 
same as that following the use of the temporal 
route, viz., about 2 per cent. The incidence of the 
neuroparalytic ocular syndrome is much less follow- 
ing the use of the cerebellar route, probably because 
the ganglion is less disturbed. In about 8 per cent 
of the reviewed cases the use of this route disclosed 
a tumor of the posterior fossa which would not have 
been discovered by the temporal approach. It is 
easier to preserve the motor root by the cerebellar 
approach. 

Though the authors seem to have had no personal 
experience with the cerebellar approach, they con- 
clude that it is destined to supersede the temporal 
approach. Max M. M.D. 


SPINAL CORD AND ITS COVERINGS 


Frazier, C. H., and Rowe, S. N.: The Surgical 
Treatment of Syringomyelia. Ann. Surg., 1936, 
103: 481. 

Syringomyelia may be treated by irradiation or 
surgical drainage. However, irradiation is consid- 
ered to affect only gliosis and consequently is be- 
lieved to be of little value in the presence of cavita- 
tion. A combination of the two methods may ulti- 
mately prove best. 

In the drainage treatment the authors perform a 
vertical chordotomy in the midline or a few milli- 
meters lateral to it on the side of the greatest cord 
damage as indicated by the clinical picture, and es- 
tablish permanent drainage by the use of a gutta 
percha drain held in place by a silver clip. If, after 
the initial drainage, the clinical course suggests 
closure of the incision into the syringomyelic cavity, 
a second operation is performed. Of sixteen patients 
treated by this method and remaining under ob- 
servation for a year or more, 50 per cent were suffi- 
ciently benefited to return to their former occupa- 
tions. 

In the discussion of this report, MIxTER said that 
he opens the cavity longitudinally and then sutures 
its lining membrane to the arachnoid on either side, 
thus forming a lozenge-shaped opening which may 
remain open. Davi J. Impastato, M.D. 


Liedberg, N.: The Clinical Aspects and the Treat- 
ment of Spinal Cord Tumors (Zur Frage der 
Klinik und Therapie der Rueckenmarkstumoren). 
Acta chirurg. Scand., 1936, 77: 452. 

This is a report on twenty-nine cases in which 
laminectomy was done at the Surgical Clinic in Lund 
during the twenty-year period from 1913 to 1932 on 


INTERNATIONAL ABSTRACT OF SURGERY 


the basis of a positive or probable diagnosis of spinal 
cord tumor. In four of these cases neither a tumor 
nor any other pathological change was found. In 
three cases there was a metastatic tumor; in one 
case, a primary extradural tumor (sarcoma); and in 
four cases, an inoperable intramedullary process. In 
seventeen cases an intradural extramedullary tumor 
was found and removed by operation at the diag- 
nosed level. Seven of the neoplasms in these cases 
were meningiomas; seven, neurinomas; and three, 
tumors of other histological structure. 

The author discusses the seventeen cases from 
the diagnostic, pathologico-anatomical, and thera- 
peutic standpoints, and then briefly reviews the 
primary operative results and the late results. Two 
of the patients died soon after the operation. In 
one case a recurrence developed, and in two cases, 
despite an apparently radical operation, no favor- 
able effect was obtained. In a case of caudal tumor, 
the operation was followed by only partial recovery. 
In the eleven other cases, in which a subdural extra- 
medullar tumor was radically removed, re-examina- 
tion from two and a half to twenty years after the 
operation showed practically complete recovery. 


PERIPHERAL NERVES 


Di Molfetta, N.: A Case of Paralysis of the Upper 
Roots of the Brachial Plexus of the Duchenne- 
Erb Type Following the Prophylactic Injection 
of Antitetanus Serum (Sopra un caso di paralisi 
radicolare superiore—tipo Duchenne-Erb—del plesso 
brachiale da iniezione profilattica di siero anti- 
tetanico). Arch. ital. di chir., 1936, 42: 24. 


The case reported was that of a laborer who sus- 
tained a lacerated and contused wound of the leg 
and developed paralysis of the deltoid, supraspina- 
tus, and infraspinatus muscles five days after the 
prophylactic administration of antitetanus serum. 
The complication followed the usual course, the 
paralysis developing after lancinating pains in the 
shoulder which began during an intense anaphylac- 
tic reaction. The amyotrophy progressed rapidly, 
and the reaction of degeneration was complete. 
However, sensory involvement was absent. There 
has been slight improvement in the course of a year. 

The author reviews the history of paralysis follow- 
ing serotherapy and presents a list of articles pub- 
lished since the comprehensive report of Crouzon 
and Christophe in 1931. Between 80 and 100 cases 
due to antitetanus serum have been recorded. The 
condition has developed also after the use of other 
sera, particularly diphtheria antitoxin. It has been 
studied especially in France, where the first case was 
reported in 1910. 

Di Molfetta discusses the classification of the vis- 
ceral and neurological complications of antitetanus 
serotherapy; the clinical pictures, topographical di- 
agnosis, and probable pathological characteristics of 
peripheral nerve lesions; and the hypotheses ad- 
vanced to explain the peculiar vulnerability of the 
brachial plexus. 
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He cautions against the prophylactic use of anti- 
tetanus serum when it is not definitely indicated. 
The preliminary intravenous injection of sodium 
carbonate is scarcely practicable in everyday prac- 
tice. 

In at least 1 case an insurance company has re- 
fused compensation for paralysis due to the prophy- 
lactic use of antitetanus serum on the ground that 
the injection was a facultative precaution against a 
potential danger and not a treatment demanded by 
the injury itself. The author states that this stand 
is entirely indefensible, and full compensation should 
be given. M. E. Morse, M.D. 


SYMPATHETIC NERVES 


Frost, T. T., and Wolpaw, S. E.: An Intrathoracic 
Sympathoblastoma Producing the Symptoms 
of a Superior Pulmonary Sulcus Tumor (Pan- 
coast). Am. J. Cancer, 1936, 26: 483. 


The authors report a case of intrathoracic sympa- 
thoblastoma producing the symptoms of superior 
pulmonary sulcus tumor that were described by 
Pancoast. The syndrome, as originally described, 
consisted of: (1) pain about the shoulder, high in 
the axilla or down the inner side of the arm or on the 
ulna side of the forearm, (2) Horner’s syndrome, (3) 
loss of power and wasting of the muscles of the hand, 
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and (4) X-ray evidence of a small, homogeneous 
shadow at the apex of the lung with destruction of 
the posterior parts of one or more ribs and often of 
the adjacent vertebrx. It has been suggested that 
this characteristic picture is that of a definite patho- 
logical entity, an epithelial tumor. 

The authors’ patient was a man thirty-eight years 
old who complained of pain in the right arm of four 
months’ duration and gave a history of chancre 
years previously. Roentgenograms of the chest dis- 
closed a tumor in the right apex, extending to the 
level of the first rib and causing displacement of the 
esophagus and trachea to the left and anteriorly. 
A tentative clinical diagnosis of mediastinal tumor 
with invasion of the brachial plexus on the right and 
extension into the spinal canal and tertiary syphilis 
was made. Deep X-ray therapy was discontinued 
because of the patient’s extremely poor condition. 
His course was one of gradual decline. 

Postmortem examination showed a sympatho- 
blastoma of the superior mediastinum and neck with 
extensive invasion and numerous metastases. 

From this case and a review of the literature the 
authors conclude that the clinical syndrome de- 
scribed as that of a “‘superior pulmonary sulcus 
tumor”’ cannot be attributed to a specific patho- 
logical entity as it may be caused by various tumors 
near the thoracic inlet. Rosert ZOLLINGER, M.D 


SURGERY OF THE THORAX 


CHEST WALL AND BREAST 
Cotte, G., and Pallot, G.: A Histological and Expe- 
rimental Study of Certain Painful Premen- 
strual Hyperplasias of the Mammary Gland 
(Etude histologique et expérimentale de certaines 
hyperplasies mammaires prémenstruelles doulour- 
euses). Gynéc. et obst., 1936, 33: 113. 


In some women the breasts become painful about 
ten days before menstruation. The pain stops as 
soon as the flow begins and recurs after about 
three weeks. Some of these women have a patho- 
logical condition of the breast such as chronic 
mastitis, adenofibroma, or Reclus’ disease, but the 
majority do not. Even if the breast is somewhat 
swollen and hard during the painful period, it 
usually becomes absolutely normal again when the 
pain stops. The condition differs in this respect 
from the chronic induration described by Velpeau 
and the engorgement of the breast described by 
Lecéne and Lenormand. 

Biopsies on such painful breasts have shown that 
they differ very little from the normal premenstrual 
breast. Histological examination discloses only an 
increased degree of growth of epithelium, increased 
maturation of gland acini, and hyperplasia and 
desquamation of the galactophorous ducts, all of 
which are physiological processes. The lympho- 


cytosis and thickening of the connective tissue 
stroma are perhaps pathological, but it is possible 
that they, too, are functional. There are no signs 


of inflammation. The histological findings are 
shown by photomicrographs. 

The authors report experiments on rabbits in 
which they gave folliculin and extract of corpus 
luteum and studied the effects on the mammary 
gland. The findings seemed to indicate that the 
painful condition of the breasts is caused by an 
exaggeration of physiological processes rather than 
by a pathological process. It is due apparently to 
a disturbance of the hormone secretion of the ovary. 
Hyperfolliculinemia causes hyperplasia of the galac- 
tophorous ducts, and hyperluteinemia a hyper- 
plasia of the alveoli of the gland accompanied by 
desquamation of the epithelium. The apparent 
excess of folliculin or lutein is probably the result of 
a disturbance of the function of the anterior lobe 
of the hypophysis. In the majority of cases the 
pain seems to be due to an excess of lutein and can 
be relieved by the administration of folliculin. Large 
doses are not necessary. The authors generally 
give from 10 to 15 drops twice a day for about 
fifteen days preceding the menstrual period. If 
the patient is not relieved the dose may be increased, 
but first an examination should be made to see 
whether there is hyperplasia of the galactophorous 
ducts caused by excessive or too prolonged use of 


folliculin. If such hyperplasia is found, injections 
of lutein should be given as extracts of corpus 
luteum administered by mouth are not effective. 
Possibly another factor in the causation of the 
pain under discussion is the instability of the vago- 
sympathetic nervous system which is frequent in 
women with such pain. There may be also a special 
sensitiveness of the gland tissue due to attenuated 
congenital syphilis or tuberculosis. Repeated 
attacks of the functional disturbance may finally 
bring about true pathological changes in the pa- 
renchyma resulting in Reclus’ disease or even 
certain types of adenoma of the breast. 
AvupREY Goss MorcAn, M.D. 


Virnicchi, T.: A Case of Intracanalicular Dendritic 
Epithelioma with Incipient Malignant Degen- 
eration Arising in Cystic Disease of the Breast 
(Su di un caso di epitelioma dendritico intracanali- 
colare in incipiente degenerazione maligna insorto 
su malattia cistica della mammella). Riv. di chir., 
1936, 2: 109. 

The patient whose case is reported was a woman 
fifty-four years old who bad long suffered from symp- 
toms of ovarian insufficiency. 

Virnicchi discusses the etiology, pathology, and 
treatment of cystic disease of the breast. He con- 
siders it a hyperplastic involutionary process stimu- 
lated by endocrine (chiefly ovarian) disturbances. 
He says that it is impossible to state definitely 
whether it and intracanalicular papilloma are benign 
or malignant. The case he reports presented no evi- 
dence for or against a relationship between the papil- 
loma and the cystic disease, but he believes that the 
same stimulus might easily have determined epi- 
thelial proliferation in both situations. Although 
cystic disease is not definitely a precancerous lesion, 
radical surgical treatment is indicated because any 
epithelial anomaly may become malignant. 

The article is accompanied by photomicrographs 
and references. M. E. Morse, M.D. 


Meland, O. N.: The Place of Interstitial Irradiation 
in Cancer of the Breast. Am. J. Roentgenol., 
1936, 35: 348. 

The author reports the results of interstitial ir- 
radiation from platinum needles containing radium 
supplemented by preliminary roentgen irradiation. 
The report covers a six-year period. In a large 
number of the cases no pathological diagnosis was 
made. In the more recent cases punch biopsies were 
taken. Some of the punch biopsies were unsatis- 
factory. 

The technique used was the same as that de- 
scribed by Keynes. In this procedure, needles are 
introduced in one or more rows around the breast 
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and inserted also in the axilla, supraclavicular, infra- 
clavicular, and parasternal regions. However, the 
author questions the value of inserting needles in 
the supraclavicular and parasternal regions. The 
needles are from 3.6 to 4.8 cm. in length, have a 
filtration value of 0.5 mm. of platinum, and con- 
tain from 1 to 2 mgm. of radium. The amount of 
radium used in a given case depends on the size of 
the breast, the size of the primary tumor, and the 
presence or absence of metastasis in the lymph- 
drainage areas. In the average case, the breast 
receives from 8,000 to 9,000 mgm.-hr. and the 
lymph-drainage areas receive 3,500 mgm.-hr. of 
irradiation. This is preceded by a course of high- 
voltage roentgen therapy. 

Following such treatment the breast undergoes 
various changes. When the acute effects, such as 
edema and radiodermatitis, have passed off, it may 
gradually assume the appearance of a normal breast. 
Sometimes chronic edema of the skin may persist 
for a long period. The breast may remain exceed- 
ingly tender for a year or more. The skin varies 
from normal to thick and tanned. The tumor mass 
recedes gradually, and finally may no longer be 
palpable. Because of the fibrosis in the axilla, the 
author does not perform a subsequent radical 
mastectomy. In certain cases, however, he removes 
a persistent mass by local excision or simple mastec- 
tomy. In all of the reviewed cases with ulceration, 
the breast remained healed whether the patient 
lived or died subsequently of carcinoma. There was 
no lymphedema of the arm following the interstitial 
irradiation. 


The author has come to the conclusion that, when 
possible, patients with large, fat breasts should be 
treated by roentgen therapy alone or by roentgen 
therapy and surgery. In inoperable cases, inter- 
stitial irradiation combined with surface irradiation 


should be given. The use of this treatment in 
operable cases is open to question, but is justified 
in cases of acute inflammatory carcinoma, the cases 
of young women, the cases of aged or debilitated 
women in which an operation is especially hazardous; 
and the cases of women who refuse to submit to 
operation. Eart O. Latmer, M.D. 


Leddy, E. T., and Desjardins, A. U.: The Treatment 
of Inoperable Recurrent and Metastatic Carci- 
noma of the Breast. Am. J. Roentgenol., 1936, 
35: 371. 

In this review the clinical aspects of 573 recurrent, 
metastatic, and inoperable carcinomas of the breast 
are considered. 

In general, inoperable carcinoma of the breast is 
best treated by roentgen therapy by the technique 
of ‘‘multiple converging beams.” In selected cases 
this may be combined with buried radium. Of a 
group of 122 patients, a third of all who were treated 
were benefited. 

Recurrence of carcinoma of the breast is most 
commonly seen after a non-radical operation. The 
degree of malignancy, as judged by the method of 
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Broders, is the most important factor determining 
the probability of recurrence. Second in importance 
is the thoroughness of surgical operation. Of the 
cases reviewed by the authors, recurrence had de- 
veloped in 268. Operable recurrences are best 
treated by operation supplemented by roentgen 
therapy. The results of roentgen treatment are in 
every way equal to those obtained with radium. 
From the findings of the authors’ study it appears 
that local re-appearance of carcinoma in the field of 
operation is the most favorable form of recurrence, 
whereas axillary recurrence, in general, has the 
worst prognosis. 

One hundred and thirty-two of the 268 patients 
with recurrence had what Leddy and Desjardins 
regard as adequate radiotherapy. Of this number, 
106 were definitely benefited and 26 had an un- 
favorable or uncertain result. 

The most common site of metastasis in this group 
of cases was the supraclavicular lymph nodes, which 
were involved in 316 cases. For the reasons given, 
the value of radiotherapy for this lesion cannot be 
stated. Treatment is best carried out with the 
roentgen rays. 

In general, other metastatic lesions, such as in- 
volvement of the lung or the liver, respond poorly 
to treatment. 

Metastasis in the other breast is best treated by 
the method used in the treatment of primary carci- 
noma of the breast. 

Osseous metastasis is the most favorable field for 
roentgen therapy as improvement can be obtained 
in more than 80 per cent of the cases. 

From this review the authors obtained little 
evidence indicating superiority of radium or roentgen 
rays of 200 kv. over roentgen rays of moderate 
voltage (135 kv.). In fact, in some lesions the latter 
type of irradiation seemed superior. 

The authors regard it as very likely that the inci- 
dence of recurrence and metastasis in cases of carci- 
noma of the breast would be greatly reduced if the 
frequency of a minor surgical operation as the 
primary treatment were reduced. They regard 
radical surgical operation as the method of choice. 
However, regardless of the method of treatment, it 
seems that the 2 chief factors determining the 
prognosis are the index of malignancy of the tumor 
and the extent of metastatic involvement of the 
lymph nodes. 


Adair, F. E.: The Effect of Pre-Operative Irradiation 
in Primary Operable Cancer of the Breast. 
Am. J. Roentgenol., 1936, 35: 359. 


The author discusses the effect of pre-operative 
irradiation in cases of breast cancer in which the 
disease is limited to the breast or to the breast and 
axilla; lung metastasis has been ruled out by roent- 
gen examination of the chest; and the possibility of 
distant metastasis has been ruled out by a careful 
analysis of the symptoms. He follows the pre- 
operative irradiation by radical amputation of the 
breast. 
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When radical surgery is performed for breast 
cancer by competent surgeons, the incidence of 
five-year cure is 70 per cent in cases in which only 
the breast is involved and 20 per cent in those in 
which both the breast and the axilla are affected. 
In both groups considered together it is 35 per cent. 
At the Memorial Hospital, New York City, the 
incidence of five-year cure in these groups after 
radical amputation of the breast followed by 2 
cycles of high-voltage roentgen therapy is, respec- 
tively, 72, 23, and 40.6 per cent. Crediting this in- 
crease to the postoperative irradiation, the author 
concludes that irradiation should be of equal, if not 
greater, value when given before operation. How- 
ever, in cases so treated the amputation must be 
delayed for at least two months after the irradiation 
as the direct killing effect on the more sensitive 
cancer cells and the development of fibrosis, 
endarteritis, and other results of irradiation con- 
sume at least eight or ten weeks. 

In the author’s cases treated by interstitial irradi- 
ation and external irradiation without the addition 
of surgery, the incidence of five-year cure was only 
49 per cent, whereas in those treated by surgery 
alone it was 70 per cent and in those treated by 
surgery and postoperative irradiation it was 72 per 
cent. 

Two years ago a series of operable carcinomas of 
the breast were treated by irradiation by the frac- 
tional dose method, followed two or three months 
later by radical amputation. Careful microscopic 
studies were made of the residual cicatrix or residual 
cancer. In every case, before the irradiation, a posi- 


tive diagnosis of carcinoma was made by aspiration 


biopsy, a method satisfactory to the Memorial 
Hospital pathologists, Ewing and Stewart. It re- 
quires a pathologist with experience in the examina- 
tion of irradiated tissue to interpret the gross appear- 
ance of the specimen correctly. 

Of 117 operable cases of carcinoma of the breast, 
65 were treated pre-operatively with the 200-kv. 
machine and 52 with the 4-gm. radium pack. In all 
instances the irradiation caused a clinical reduction 
in the size of the breast tumor. To a lesser extent it 
reduced also the axillary lesion. The tumor tissue 
softens and commonly becomes of the same con- 
sistency as the mammary tissue. 

The patients treated by roentgen irradiation re- 
ceived from 1,200 to 1,800 r to each of 5 portals. 
Of those receiving 1,200 r per portal, complete 
microscopic disappearance of the cancer occurred 
in 19 per cent, whereas in those receiving 1,800 r the 
incidence of this change was nearly twice as great. 
External irradiation as delivered by the author’s 
technique is not very successful in curing axillary 
nodules. The skin of all patients receiving up to 
1,800 r per portal was in good condition for operation 
after from four to eight weeks. 

The author has found that the administration of 
1,800 r per portal compares closely in tissue effective- 
ness with radium-pack treatment giving 24,000 
mc.-hr. per portal. About one-half of the patients 
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treated with the 4-gm. radium pack had a persistent 
radionecrosis. Roentgen irradiation seems definitely 
superior to irradiation with the radium pack in the 
treatment of involved axillary glands. 

The author advocates sterilization of the ovaries 
of pregnant women and women under the age of 
thirty-five years who are suffering from carcinoma 
of the breast. 

In conclusion he states that in order to pre- 
vent irradiation pneumonitis and secondary anemia 
every effort should be made to give tangential 
irradiation so far as is practical. 

O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Binet, L., Verne, J., and Courtial, J.: Experimental 
Researches on Pneumothorax. A Study of the 
Collapsed Lung. (Recherches expérimentales sur 
le pneumothorax. Etude sur le poumon collabé). 
Presse méd., Par., 1936, 44: 297. 


In the study reported the authors attempted to 
determine the histological and chemical changes 
that take place in lung tissue following pneumo- 
thorax. They injected 30 c.cm. of air into the tho- 
racic cavity of rabbits, at first every two days, and 
then every four days, after X-ray examination had 
demonstrated satisfactory collapse. The pneumo- 
thorax was maintained over a period of from sixty 
to ninety days. 

Histological examination showed that under the 
influence of pneumothorax a culture of tissue cells 
similar to those found in similar tissue in vitro is pro- 
duced. The alveolar spaces are lined with a con- 
tinuous layer of epithelial cells which may proliferate 
to such an extent as to make the alveolar structure 
unrecognizable. 

The total lipid content is higher in the atelectatic 
lung than in the normal lung. This is demonstrated 
by the higher fat content of the dried tissues and the 
— of masses of fat in the vessels of the affected 
side. 

Several photomicrographs are presented to show 
the various tissue changes. 

Marsa WILitam Poote, M.D. 


Russolillo, M.: A Case of Chondromyxosarcoma of 
the Lung (Sopra un caso di condromixosarcoma 
del polmone). Riv. di chir., 1936, 2: 128. 


The author reports a chondromyxosarcoma of the 
lung with metastasis to the iliac bone. In his thirty- 
fourth year, the patient had suffered an attack of 
acute abdominal pain and fever followed later by a 
violent cough with the expulsion of purulent sputum. 
The clinical and roentgen diagnoses were echino- 
coccus cyst of the lung. After the opening and drain- 
age of a cavity, the patient remained apparently well 
for eight years. At the end of that time the symp- 
toms returned, accompanied by dyspnea, pain in the 
chest, and rapid deterioration of the general condi- 
tion. The cavity was again drained, but death oc- 
curred eight months Jater. 
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At autopsy, an enormous unencapsulated tumor 
with central cavitation was found occupying the 
greater part of the lung. The cyst wall was formed 
of cartilaginous and bony plaques embedded in 
dense fibrous tissue and showed areas of myxoma- 
tous degeneration, fusiform-cell sarcoma, and em- 
bryonic mesenchymal tissue in various stages of dif- 
ferentiation into cartilage and bone. The neoplasm 
had spread locally by means of cartilaginous nodules 
along the peribronchial veins. Pulmonary chondro- 
mas of such a markedly malignant character are 
unusual. The case was too far advanced for the pri- 
mary location and histogenesis of the neoplasm to 
be determined. 

Russolillo discusses briefly the bronchoscopic and 
roentgen diagnoses of chondroma of the lung, and 
particularly the differential diagnosis of sharply out- 
lined rounded shadows. He gives synopses of two 
cases (a case recorded by Klages and a case recorded 
by Moore) which he has found in the literature since 
Verga’s comprehensive report on sixty-one cases in 
1932. The cases recorded by Benninghoven and 


Pierce he excludes as unverified histologically. He 
has found reports of only five operations for chon- 
droma of the lung. Four of the operations were fol- 
lowed by recovery. 

The article contains roentgenograms, photomicro- 
graphs, and references. 


M. E. Morse, M.D. 


HEART AND PERICARDIUM 


Gilchrist, A. R., Millar, W. G.: Paroxysmal Auricu- 
lar Tachycardia Associated with a Primary 
Cardiac Tumor. Edinburgh M.J., 1936, 43: 243. 


Primary cardiac neoplasms are very uncommon. 
In the case reported by the authors the leading clini- 
cal features were a state of anxiety, extreme dyspnea, 
submammary pain, congestive heart failure of mild 
degree, and an arrhythmic pulse. Electrocardio- 
grams demonstrated auricular extrasystoles and at- 
tacks of paroxysmal auricular tachycardia. At post- 
mortem examination a large myxomatous tumor 
springing from the left side of the interauricular sep- 
tum was found. 

A review of the literature indicated that, while 
pulse irregularities are commonly associated with 
intracavitary tumors, this is the first case in which 
the disorder of rhythm was demonstrated in the 
presence of a primary auricular myxoma. 

Jacos M. Mora, M.D. 


Griswold, R. A.: Chronic Cardiac Compression Due 
to Constricting Pericarditis. J. Am. M. Ass., 
1936, 106: 1054. 

Practical operative attacks on the central cir- 
culatory system are limited to the relief of acute or 
chronic cardiac compression. Constriction of the 
heart from adhesive pericarditis or Pick’s disease 
falls within the category of chronic compression. 
The physiological rather than the anatomical or the 
pathological point of view makes the diagnosis and 
treatment less difficult. Chronic cardiac com- 
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pression produces inflow stasis which is characterized 
by Beck's triad of high venous blood pressure, 
ascites, and a small quiet heart. The author em- 


_ phasizes the fact that the compressed heart cannot 


dilate or hypertrophy. Dilatation is prevented by 
mechanical pressure and hypertrophy by impair- 
ment of nutrition due to compression of the coronary 
vessels. 

The case reported was that of a boy seventeen 
years old who had had dyspnea and rapidly recurring 
ascites for three months. The heart was small and 
the apex beat neither visible nor palpable. The 
venous pressure was 240 mm. of physiological solu- 
tion of sodium chloride. These findings satisfied the 
requirements of the triad of chronic compression. 
Corroborative diagnostic points were decompensa- 
tion out of proportion to the apparent cardiac dis- 
turbance, ascites out of proportion to the edema, and 
absence of visible ventricular motion on fluoroscopy. 
Suggestive findings were a low pulse pressure, a small 
slurred QRS complex, and a low cardiac output. 

A roentgenkymogram supplied irrefutable evi- 
dence of the reduced amplitude of cardiac pulsation 
and the throttling effect of the disease upon the 


Fig. 1. Pre-operative roentgenkymogram showing no 
waves over either ventricular area. This clearly indicates 
complete absence of lateral ventricular movement due to 
the choking effect of the tight inelastic pericardial scar. 
The exaggerated abnormal auricular waves are probably 
caused by the upward thrust of the ventricles into the 
auricular space during ventricular diastole, since this is 
the only avenue possible for ventricular expansion. The 
aortic waves are diminished because of low pulse pressure. 
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Fig. 2. Postoperative roentgenkymogram showing 
practically normal cardiac mobility. There is wide 
amplitude of pulsation over both ventricular areas. This 
demonstrates adequate decompression by pericardiect- 
omy. The auricular curves appear normal, and deep 
aortic waves demonstrate increased pulse pressure. 


heart. It supplied also a graphic record that could 
be compared with postoperative plates to demon- 
strate the efficacy of pericardiectomy (Figs. 1 and 2). 

At operation, which was carried out under com- 
bined intercostal block and nitrous-oxide-oxygen 
anesthesia, the pericardium was found to be dense, 
white, leathery, and almost motionless although 
transmitted pulsation could be felt. The scarred 
pericardium was from 2 to 3 mm. thick and was 
everywhere adherent to the heart. It was dissected 
free and excised to the region of both phrenic nerves 
laterally and to within 2 cm. of the vena cava on the 
diaphragmatic aspect. Dissection over the auricles 
was done with a sharp knife. Over the ventricles the 
combination of blunt and sharp dissection was used. 
The operative field was drained internally by leaving 
an opening into the left pleural cavity. Fluid from 
the pericardium and mediastinum collected here and 
was removed at intervals by thoracentesis. 

The postoperative course was uneventful, and the 
decompensation cleared rapidly. Abdominal para- 
centesis was unnecessary after the operation, and 
after the eighteenth day the ascites could not be 
detected. The roentgenographic shadow of the heart 
increased about 1 cm. in width. The venous pressure 
decreased to 60 mm. of a physiological solution of 
sodium chloride and the cardiac output increased 
until both the minute volume output and the stroke 
volume output were more than double the pre- 
operative readings. One year after the operation the 
patient was able to return to his occupation, the 
exercising of race horses. 

Emphasis is laid upon the value of roentgen- 
kymography as a positive diagnostic measure and in 
furnishing evidence of the efficacy of pericardiect- 
omy. The advantage of decompression of the heart 
during the postoperative period by drainage into the 
pleura is stressed. 


ABSTRACT OF SURGERY 


Winkelbauer, A., and Schur, M.: The Surgical 
Treatment of Adhesive Pericarditis (Zur chirur- 
gischen Therapie der adhaesiven Perikarditis). Med. 
Klin., 1935, 2: 1231. 

The surgical treatment of adhesive pericarditis has 
demonstrated how varied are the findings and how 
the surgeon must adapt the treatment to the require- 
ments of the individual case (Schmieden and Fischer). 
In addition to local adhesions there are general 
adhesions to the chest wall and heart. All types from 
mild adhesions to dense adhesions with deposits of 
calcium are found. The clinical picture also varies 
greatly. In some cases there are typical systolic re- 
tractions while in others these are absent. The 
condition is often due to articular inflammations, 
less commonly to polyserositis or tuberculosis, and 
occasionally to heart failure. Sometimes there is no 
history of disease. A frequent sign is ascites due to 
constriction of the inferior vena cava and stasis in 
the hepatic veins. When the superior vena cava is 
constricted hydrothorax occurs. 

As the function of the myocardium is important 
for the success of operation, electrocardiograms 
should be made. If the condition of the myocardium 
is satisfactory, relatively good function may some- 
times be obtained even when the heart is encased in 
calcium plates. Brauer’s cardiolysis is the simplest 
procedure. While it promises good results only in 
cases of adhesion to the anterior wall of the chest 
without concretio pericardii, it should be done first 
even in cases with injury of the myocardium as 
merely the removal of bony tissue from the thoracic 
wall (strips 10 cm. long from the second to the fifth 
ribs) sometimes results in surprising improvement. 
When the pulse becomes slow during surgical inter- 
vention the operation should be limited to this 
procedure and pericardial resection and decortication 
postponed. The latter are always difficult. Freeing 
of the anterior surface of the heart liberates only the 
right chamber, but the authors agree with Schmieden 
that decortication of the left heart is the most im- 
portant procedure. Decortication of the posterior 
surface seems advisable, but is always difficult. In 
cases of ascites the orifice of the inferior vena cava 
should be freed if possible. It is important also to 
free the adhesions from the diaphragm which, even 
when small, may cause disturbances such as length- 
ening of the heart with every respiration. The apex 
of the heart must always be freed as much as possi- 
ble. Decortication is very difficult because the layer 
where the separation may be done is not found 
readily. The line of separation is discovered most 
easily when, on incision into the indurated layer, the 
myocardium herniates through at one point and 
regains its red color. An injury to the myocardium 
and opening of the cardiac chambers are very 
dangerous. Not infrequently they may lead to fatal 
hemorrhage as closure by suture may be impossible 
on account of rigidity of the tissues, especially when 
there are calcified areas. Forcible decortication is 
always to be avoided as the results of resection of the 
pericardial wall together with the removal of bone 
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from the thoracic wall are often relatively good. 
However, they vary. In some cases the operation is 
followed by almost complete freedom from symp- 
toms, while in others the immediate postoperative 
improvement gradually disappears. 

The authors collected eight cases of adhesive 
pericarditis treated in the period from 1920 to 1934. 
In four, the operation was performed by Winkel- 
bauer; in two, by Denk; in one, by Ewald; and in one 
by Schnitzler. In three, Brauer’s cardiolysis was 
done, and in five, pericardial resection with decor- 
tication. One patient died of hemorrhage on the 
operating table because closure of the heart wound 
was rendered impossible by calcification. One died 
ten days after the operation, and two died several 
months later with manifestations of stasis. Of the 
surviving patients, one was completely cured and in 
the others the condition was rendered bearable. The 
authors report the histories of the reviewed cases in 
detail. (FRANz). Jacos E. Kietn, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Turner, G. G.: Carcinoma of the Esophagus: Its 
Treatment by Surgery. Lancet. 1936, 230: 67, 
130. 

This article is the Bradshaw lecture before the 
Royal College of Surgeons of England. It deals only 
with the author’s own experience. 

Turner believes that most physicians and many 
surgeons have come to the decision that, except as a 
palliative measure, surgery cannot claim a place in 
the treatment of carcinoma of the esophagus. How- 
ever, while radium and X-ray irradiation both hold 
out great promise of palliation as well as occasional 
cure, favorable results from such treatment are no 
more frequent than the occasional successes of 
surgery. 

Necessary for successful treatment is an under- 
standing of the pathological features of carcinoma 
of the esophagus. The depressing belief that the 
condition is particularly virulent and its dissemina- 
tion is wide and occurs early is based on the observ- 
ance of specimens of advanced carcinoma in the 
museums. A considerably different impression is 
gained when one studies the morbid anatomy at an 
early stage. Carcinoma of the esophagus, like carci- 
noma in other parts of the body, varies in type and 
behavior. Yet, in the author’s experience, at least 
two-thirds of such lesions belong to the more lim- 
ited and locally spreading group. Carcinoma of the 
esophagus is not an aggressive type of malignancy; on 
the contrary, it is a mild, slow, and for a long time 
local process. There must be an early stage in which 
the growth is limited to a comparatively small area 
of the esophageal wall. It must be admitted, how- 
ever, that the great majority of the lesions are fully 
developed when they come under observation, local 
radical endoscopic treatment being therefore practi- 
cally never possible. 

The best way to study the relationships of the 
esophagus is in transverse sections of the body. The 
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true esophagus is rather short, usually only from 9 to 
to in. long. The normal distance from the teeth to 
the point where the esophagus enters the stomach is 
16 in. The esophagus begins opposite the sixth 
cervical spine, its lower extremity is opposite the 
ninth dorsal spine, and the crossing of the left 
bronchus occurs opposite the fourth dorsal spine. 
The esophagus closely follows the conformity of the 
spine. In a kyphosis it frequently passes almost 
directly backward in its upper portion. For exposure 
of its upper part the right side should be opened, and 
for exposure of its lower part, the left side. As the 
esophagus is not very distensible, only a small por- 
tion, not more than 4 cm., can be excised if the ends 
are to be brought together without tension. 

From the surgical point of view its most important 
relation is to the pleura. This membrane is in con- 
tact with practically the whole length of the esoph- 
agus on both sides. Opposite the eighth and ninth 
dorsal vertebre the two pleure sometimes meet 
behind the esophagus. 

It is of importance also to recognize the fact that 
while, for the most part, the esophagus lies more or 
less unattached in its bed of cellular tissue, there are 
certain points at which a certain amount of fixation 
is to be expected—the broncho-esophageal muscle at 
the bifurcation of the trachea, the region near the 
dome of the right pleura, the arch of the aorta, and 
the common carotid arteries. The bed of cellular 
tissue in which the esophagus lies is difficult to dem- 
onstrate pictorially. {t amounts practically to a 
bursa surrounding the tube, providing for it the free- 
dom necessary for unimpeded movement in the act 
of swallowing as well as during movements of the 
body. The author has demonstrated this bursa by 
distending the cellular tissues with fluid and with 
oxygen. He presented a roentgenogram which 
showed that the gas had passed up by the sides of the 
esophagus and had reached the root of the neck. 

The relationship of the vagi is also of importance, 
but the nerves are not closely adherent and can be 
separated without trouble. 

Resistance to bacterial invasion of the cellular tis- 
sue surrounding the esophagus is important. This 
resisting power is usually thought to be very low, 
and the clinical entity known as “acute mediastini- 
tis” is said to be extraordinarily rapid in its develop- 
ment, severe in its manifestations, and lethal in its 
termination. In the author’s cases there has been 
almost complete absence of this acute infection 
which he so much feared. 

A history of steadily increasing difficulty in swal- 
lowing without any previous causative factor is al- 
most pathognomonic of an esophageal neoplasm. 
In most cases the disease is already well advanced 
when the symptoms begin. When the lesion has 
reached the stage of complete obstruction the growth 
has been present for at least a year and probably 
longer. General weakness, rapid loss of weight, 
anemia, and a persistent cough, especially such a 
cough made worse by the taking of food, are ominous 
symptoms. The cough often means that a communi- 
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cation with the respiratory tract has been estab- 
lished. 

The author urges early X-ray examination as it 
may reveal the situation and nature of the obstruc- 
tion, the size and shape of the growth, the condition 
of the esophagus above the lesion, and the fixation 
of the tumor. 

After the X-ray examination esophagoscopy is the 
most important method. By its use the presence and 
nature of a suspected lesion can be determined or a 
fragment removed for histological examination. 

It may be taken as an axiom that it is not practical 
to excise a sufficient length of the esophagus for can- 
cer and make an end-to-end anastomosis im situ as 
the ends cannot be apposed without tension if more 
than 4 cm. is removed. This amount would not be 
sufficient for the eradication of any malignant neo- 
plasm likely to be found in the esophagus. It is 
essential to remove a large section of the tube if the 
ablation is to hold out any prospect of eradicating 
the disease. The one essential is removal of the 
growth as complete and wide as possible and without 
reference to the repair of the esophagus. 

With regard to operative treatment the author has 
formulated certain definite conclusions. If in a case 
of known cancer of the esophagus there is no evidence 
of metastasis and nothing to suggest fixation, he 
undertakes operation. When the growth is in the 
upper 2 or 3 in. of the esophagus the approach is from 
the neck. If it is possible to ligate the tube well be- 
low the growth, he cuts it across and brings the upper 
end out. If the division is done with the cautery, 
the lower end of the esophagus can be relied upon to 


take care of itself and the upper part of its bed will 
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become safely obliterated. If the growth is in the 
lower 2 or 3 in. of the esophagus the approach should 
be through the abdomen. If the tumor can be sep- 
arated all around with the finger and the lower part 
of the esophagus mobilized, the author thinks the 
complete “‘pull-through” operation may be done. 
For cases in which the tumor is situated in the middle 
of the thoracic esophagus, Turner suggests a com- 
bined posterior mediastinal and transpleural expo- 
sure. 

He believes that the collo-abdominal or ‘‘pull- 
through” method is a worthy procedure with the 
following modifications: (1) excision of the medial 
half of the clavicle to obtain a better approach from 
the neck; (2) distention of the cellular tissue by the 
injection of a fluid and care to carry out the enuclea- 
tion with gentleness and deliberation; (3) completion 
of the removal by drawing the esophagus up into 
the neck rather than downward into the abdomen; 
(4) allowing the esophagus, withdrawn from its bed, 
to lie free on the front of the chest until the cellular 
tissue spaces of the neck and thorax are safely shut 
off; and (5) more active steps to combat hemorrhage 
and delayed shock. One of his methods is the use of 
a rubber tampon consisting of a soft rubber tube 
which is drawn into the esophageal bed and then 
filled with hot fluid while in situ. 

In conclusion Turner reported a case in which he 
excised the esophagus, made a complete tube of skin, 
and joined the latter at both ends to the normal 
structures. The antethoracic esophagus functioned 
satisfactorily for about a year. At the end of that 
time the patient died of nephritis. 

J. DanteL M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Chydenius, J. J.: Acute Peritonitis (Die akute 
Peritonitis). Acta Soc. med. Fennicae Duodecim, 
1935, Ser. B., Vol. 23. 


After discussing the question of the pathophysi- 
ology of peritonitis and emphasizing the great im- 
portance of disturbances of the peripheral circulation 
in the development of the condition, the author 
discusses all types of acute peritonitis originating 
from the female genitalia. He cites the difficulties 
in the classification and statistical treatment of the 
material. 

The material reviewed consisted of more than 100 
cases of acute free peritonitis of different types 
which were treated in the Obstetrical and Gyneco- 
logical Clinics of the University of Helsingfors. The 
majority were cases of diffuse peritonitis due to 
abortion which were treated during the last fifteen 
years in the First Gynecological Clinic. 

During the first five-year period, from 1919 to 
1924, chiefly conservative treatment was used. All 
except 1 of the 24 patients died. 

Since 1925 a systematic attempt has been made 
to improve the results by more active therapeutic 
methods. During the last ten years 70 cases of 
abortion peritonitis were treated. In 18, which 
were apparently hopeless, operation was not per- 
formed, and in 12, which were very unfavorable, only 
drainage was done. In 40 cases, radical operation 
with vaginal drainage and, in early cases, with high 
peritonization, was performed. The author de- 
scribes the technique in detail. Fifteen of the 40 
patients recovered. Diffuse streptococcus peri- 
tonitis was present in at least 10 of the cases termi- 
nating in recovery. 

Improvement is unquestionable if the entire 
material is taken into consideration. However, as 
the problem is so complicated, a critical attitude 
should be maintained as statistics based on small 
figures may be very deceptive, especially as the 
patients who survive remain alive at the cost of 
very important organs. 

In a study of the reviewed material from various 
points of view to obtain more definite and exact 
indications for operation, the author made the 
following observations: 

1. In all of the cases in which the patient sur- 
vived the radical operation, the operation was per- 
formed during the first four months of pregnancy. 
In cases of abortion occurring at a later date and in 
cases of premature delivery, the prognosis was 
exceedingly unfavorable. 

2. The time that elapsed between the abortion 
and the beginning of the peritonitis was a very 
important factor. In almost all of the fatal cases 


the peritonitis developed during the first week after 
the abortion, whereas in half of the cases with 
recovery after radical operation it developed later. 

3. In general, radical operation was followed by 
recovery only in cases in which fully developed 
local purulent foci were found. The particularly 
good results obtained in cases of rupture of sup- 
purating ovarian cysts were in agreement with the 
observation that the prognosis improves rapidly 
the greater the length of time that elapses between 
the abortion and the peritonitis. 

4. Pelvic thrombophlebitis with macroscopically 
visible and often purulent thrombi was found not 
infrequently at operation. The fact that such 
thrombi were discovered nearly always in the later 
months of pregnancy partly explains why the prog- 
nosis is so unfavorable late in pregnancy. However, 
in several cases with definite thrombi life was saved. 

5. The outcome was favorable only when opera- 
tion was performed early. Radical operatio per- 
formed after more than twenty-four hours was of 
no avail. 

From these observations it is evident that in very 
septic cases and old neglected cases extensive opera- 
tions are impossible. Moreover, it appears hopeless 
to attempt to overcome the infection when the 
peritonitis develops immediately after the abortion 
and presents more or less the picture of so-called 
“‘peritoneal sepsis.”’ 

However, as early operation yields good results 
in cases of old ruptured pyosalpinx and suppurating 
ovarian cysts, it seems logical to conclude that 
there is, so to speak, a “lower limit’? up to which 
operation is the treatment to be preferred. It 
appears logical to operate also for recently ruptured 
purulent foci. 

For the avoidance of unnecessary operations, 
clinical experience and continuous careful observa- 
tion are essential. The best results are obtained in 
cases in which expectant treatment is employed 
until a free peritonitis becomes an encapsulated 
pelviperitonitis. 


Borsotti, P. C.: A Telangiectatic Fibromyxolipoma 
of the Great Omentum (Fibromixolipoma tele- 
angectasico del grande omento). Arch. ital. di chir., 
1936, 42: 371. 

The author reports a case of telangiectatic fibro- 
myxolipoma of the great omentum in a man thirty- 
seven years of age. 

The patient had been a-very heavy wine drinker, 
consuming from 6 to 7 liters a day. After two days 
of banqueting and drinking, he was taken ill with 
acute and more or less continuous pain in both lower 
quadrants of the abdomen and slight fever. There 
was no vomiting or nausea. 
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Examination revealed a hard painful mass the 
size of a fetal head in the left iliac fossa. With the 
exception of this, all other clinical findings and all 
laboratory findings were negative. 

At operation, the tumor mass was discovered to 
have many adhesions to the intestines and to the 
mesentery of the small bowel. A finger-like process 
of the mass extended into the left inguinal canal. 

The tumor was completely removed. It weighed 
1,200 gm. The histological findings are reported in 
detail. Car.o S. Scupert, M.D. 


GASTRO-INTESTINAL TRACT 


Ravdin, I. S., Pendergrass, E. P., Johnston, C. G., 
and Hodes, P. J.: The Effect of Foodstuffs on 
the Emptying of the Normal and Operated 
Stomach and the Small Intestinal Pattern. 
Am. J. Roenigenol., 1936, 35: 306. 


From a previous study upon the absorption of 
glucose from loops of small intestine, the authors 
concluded that the rate of absorption of glucose 
from such loops was dependent in large part upon 
the concentration and the amount of the solution 
used; that with an increase in the concentration or 
quantity, increasing amounts of glucose were ab- 
sorbed. 

These observations were not in agreement with 
the findings of Cori who concluded tkat the amount 
of glucose absorbed from the intestinal tract has no 
relation to the concentration of the solution used. 
Cori found that, regardless of the concentration, the 
amount of glucose which was absorbed in a given 
time depended solely upon the body weight. How- 
ever, he placed his solutions in the stomach, there- 
by using the gastro-intestinal tract as a physiologi- 
cal unit. 

In experiments in which the authors introduced 
solutions varying in concentration from 3.5 to 50 
per cent into the stomachs of unanesthetized dogs 
they found that at the end of an hour the concen- 
tration of glucose in the small intestine was approxi- 
mately between 3 and 5 per cent. These investiga- 
tions provide evidence that the stomach and duo- 
denum play an important part in preparing certain 
foodstuffs for acceptance by the small intestine. 

If the pyloric sphincter were the sole factor in 
preventing passage from the stomach of substances 
not acceptable to the duodenum, gastro-enteros- 
tomy, the Billroth I, and the Polya operation would 
permit rapid passage into the small intestine of sub- 
stances which this portion of the intestinal tract is 
not called upon to accommodate under normal con- 
ditions. The concept of such procedures as dumping 
operations is widely accepted and generally taught. 
In carrying out these three operative procedures on 
a series of dogs, the authors found that, regardless 
of the type of the operation, the stomach functioned 
normally in that the gastric residue at the end of 
one hour was considerable and well within the 
limits of the amounts to be expected in dogs not 
operated upon. 


In studies on human beings and dogs, the authors 
added a wide variety of substances to a standard 
amount of barium sulphate and determined the 
emptying time of the stomach. In the dogs the 
previously reported observation that 50 per cent 
glucose or a small amount of olive oil will cause 
marked delay of gastric emptying was confirmed. 
It was determined also that when olive oil or a 
hypertonic solution of glucose was dripped into the 
duodenum through a tube in the common bile duct, 
gastric emptying was nearly completely stopped 
during the period of duodenal instillation. 

It was impossible to demonstrate any hormonal 
mechanism which would delay gastric emptying 
time when olive oil and hypertonic glucose solutions 
were placed directly in a modified Thiry loop of the 
jejunum. In the studies made on human beings, 
the addition of a hypertonic glucose solution, olive 
oil, and protein solutions to a standard barium meal 
always delayed gastric emptying time. Glucose and 
olive oil were most effective. 

In other investigations made by the authors a 
series of patients were examined at intervals after 
posterior gastro-enterostomy, the Billroth II, and 
the Polya operations. The effect of the addition of 
olive oil, protein, and a hypertonic solution of glu- 
cose to the barium meal was essentially the same 
in the patients operated upon as in persons not 
operated upon. The new stoma did not provide for 
immediate emptying into the jejunal segment, even 
when a simple water barium meal was used. 

The authors conclude that under the conditions 
normally imposed on the stomach by diet, post- 
operative gastric function is the same as the function 
of the normal stomach with the pylorus intact. 
Under such conditions the new stoma, regardless of 
its size, does not in itself permit rapid emptying. 

SAMUEL J. FocEtson, M.D. 


Fromme, A.: The Causes and Methods of Treating 
So-Called Cardiospasm Based upon Clinical 
Experience (Ueber Ursachen und Behandlungs- 
methoden des sogenannten Kardiospasmus aui 
Grund klinischer Erfahrung). Beitr. 2. klin. Chir., 
1935, 162: 

In the last fourteen years the author has treated 
twenty-four cases of cardiospasm. Thirteen of the 
patients were women. Fromme classifies the cases 
etiologically into three groups: those with a psycho- 
genic disturbance of the cardial innervation without 
any anatomical change; those in which the condition 
was due to an organic cause—paralysis or irritation 
of the nerves—supplemented by psychic trauma; 
and those with purely organic disturbances. 

In three cases with organic changes there were 
evidences of previous disease of the cervical lymph 
glands. In three others, pulmonary changes of a 
probably tuberculous nature were found. In one 
case the cardiospasm followed a severe attack of 
grippe, and in another, the birth of a third child. In 
two cases duodenal ulcer was suspected, and in three 
the condition was attributed to trauma. 
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The author distinguishes the type according to the 
form of the esophageal dilatation. In one type the 
enlargement extends all the way to the neck. 
Fromme attributes this type to a general disturbance 
of the innervation of the organ. In another type the 
greatest enlargement occurs in the supracardial part 
of the esophagus which at first remains straight, but 
after prolonged stasis above the diaphragm forms a 
broad sac with its convexity to the right. The latter 
type is believed to be due to a disturbance of the 
opening reflex of the cardia. 

Of the author’s twenty-four patients, nearly all of 
whom were subjected to repeated physical and 
roentgen examinations, fifteen were treated surg- 
ically. In one case gastrostomy was done; in two 
cases, an extramucous cardiotomy by Heller’s 
method; in four, plastic surgery; and in eight, gastro- 
esophago-anastomosis by Heyrowsky’s method. 
The one death, which was due to suture insufficiency, 
followed a Heyrowsky operation. In five cases the 
esophagus was dilated with Starck sounds, a method 
which failed in two other cases. Two patients were 
treated by strictly conservative methods. 

The evaluation of the results of treatment is 
difficult because the findings at various follow-up 
examinations may vary greatly. An important dif- 
ference between the patients who were operated upon 
and those who were treated conservatively or not 
treated at all was the fact that those treated 
surgically were never again troubled by inability to 
swallow or malnutrition. The best functional and 
anatomical operative results were obtained by 
anastomosis although painful spastic conditions 
were very common in patients so treated. The 
second best results were obtained by Heller’s opera- 
tion and by dilatation with Starck sounds. A 
patient who was not benefited by an operation per- 
formed by Heller was operated upon by the author 
by the transpleural method because it appeared that 
the Sauerbruch abdominal operation would be 
difficult. The operation was followed by death from 
an undetermined cause. Although most surgeons 
have rejected treatment with Starck sounds, the re- 
sults in the author’s cases in which this method was 
used (mild and moderately difficult cases) were satis- 
factory. In some of them, however, repeated dilata- 
tions were necessary. Fromme calls attention to the 
fact, demonstrated also in one of his cases, that con- 
siderable improvement of cardiospasm may occur 
without treatment. The most unfavorable results in 
his cases were those of plastic surgery. On account 
of the cicatricial changes which are always to be 
expected at the cardia, he repeats sounding or per- 
forms a second operation only after careful con- 
sideration. 

The technique of the transabdominal operation 
which is preferred by Fromme for the relief of 
cardiospasm is as follows: 

Depending upon the form of the costal arch and 
the site of the cardia, a medial, hooked. or rib- 
margin incision is made under anesthesia of the 
abdominal wall supplemented by intestinal or in- 
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halation anesthesia. A transverse incision of the 
peritoneum is then made at the site of the cardia. 
After displacement of the vagus nerve from the 
region of the cardia and withdrawal of the esophagus 
from the diaphragm to an extent of from 6 to 9 cm., 
the esophagus is ligated as far toward the oral cavity 
as possible with a strip of gauze and the stomach is 
similarly ligated after the formation of an opening in 
the leaser omentum and the gastrocolic ligament. 
Both strips of gauze are then fixed to the stomach 
and esophagus by a suture so that the organs are 
closely approximated. Anastomosis is done in two 
layers with an inner suture of catgut and an outer 
suture of silk, and the suture line is covered with a 
flap of peritoneum. 
(Kempr). Marutas J. Serrert, M.D. 


Yonkman, F. F., Hiebert, J. M., and Singh, H.: 
Morphine and Intestinal Activity. New Eng- 
land J. Med., 1936, 214: 507. 

Morphine was formerly believed to be a “bowel 
splint” because of its supposed immobilizing effect 
on the intestine. It is now thought that in the 
ordinary dosage of 4% and 14 gr. it produces its 
beneficial effects by stimulating motility and tone. 

The authors studied the effects of morphine in 
the cases of five patients, a woman and four men. 
Two of these patients had a Mikulicz operation, one 
a cecostomy, and two a colostomy. A graphic 
record of the bowel activity was obtained by the 
method of Plant and Miller. In this procedure 
long, sausage-shaped balloons of rubber tied to 
rubber catheters are introduced into the lumen of 
the large and small intestines. The catheter is con- 
nected to a water manometer in which any change in 
water level and air volume is recorded graphically 
on a smoked paper on the kymograph through a 
modified Brodie air bellows. The kymograph is so 
placed at the bedside that the patient is unable to 
see the record. 

All of the patients studied by the authors showed 
some form of stimulation of either the ileum or the 
colon, the result depending on the individual pa- 
tient, the dosage of morphine, and the bowel area 
studied. 

In cases of suspected peritonitis morphine should 
be employed to prevent excessive bowel distention, 
the dosage being repeated at intervals of three or 
four hours. When there is danger of perforation of 
a weakened bowel, an increase in tone produced by 
morphine may be advantageous. It is possible that, 
postoperatively, by increasing the bowel tone, 
morphine may relieve the so-called ‘‘gas pains” 
by preventing distention. Increased bowel activity 
promotes the passage of gas and improves its ab- 
sorption as well as the absorption of liquids. It 
appears that the comfort produced by morphine is 
due to a peripheral stimulating action in the intes- 
tine as well as a central depressant action on pain 
perception. In intestinal hemorrhage, morphine 
wil] give relief more quickly if the tonus is increased. 
Joun W. Nuzum, M.D. 
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Doub, H. P., and Jones, H. C.: Primary Malignant 
Tumors of the Small Intestines. Radiology, 
1936, 26: 209. 

Malignant tumors of the small intestine constitute 
from 3 to 6 per cent of all malignant gastro-intestinal 
tumors. After discussing their clinical manifesta- 
tions, roentgen characteristics, and gross patho- 
logical changes, the authors review nine cases of car- 
cinoma of the duodenum, three cases of carcinoma 
of the jejunum, one case of sarcoma of the duodenum 
and jejunum, and two cases of carcinoid tumors 
located in the jejunum and ileum, respectively. They 
report several of these cases in detail to illustrate 
the various types of lesions. 

Carcinomas of the duodenum occur anatomically 
as supra-ampullary, periampullary, and _infra- 
ampullary lesions. They may all produce clinical 
signs of obstruction of the duodenum. Those of the 
periampullary type are associated, in addition, with 
varying degrees of jaundice, depending upon the 
degree of obstruction of the ampulla. Pain is the 
most prominent symptom. Occult blood is almost 
always found in the stools. The roentgen changes 
vary from an irregular narrowing of the lumen to 
complete obstruction with a filling defect. The 
tumors are usually adenocarcinomas. Metastases 
occur with great frequency to the regional lymph 
nodes, liver, and pancreas. 

Primary sarcoma of the duodenum is very rare. 
Only about sixty cases have been reported in the 
literature. Lymphosarcoma is the predominating 
type. The growths attain a large size, with infiltra- 
tion of the bowel wall, but with very little encroach- 
ment upon the lumen. 

Malignant tumors of the jejunum and ileum have 
fewer localizing symptoms and signs than those of 
the duodenum. Obstructive symptoms and signs 
are the most common findings in this group of tu- 
mors. Obstruction may be caused by intussuscep- 
tion or by occlusion of the lumen by the tumor. 

Carcinomas of the jejunum and ileum usually 
originate in intestinal polyps. They tend to ulcer- 
ate, undergo scirrhous change, and produce obstruc- 
tion with the usual signs of that condition. A filling 
defect may also be present. 

Sarcoma of the small intestine is most commonly 
found in the ileum, although it occurs also in the 
jejunum. The clinical findings do not differentiate 
it from carcinoma. Occasionally, a localized dilata- 
tion without obstruction is seen in the roentgeno- 
gram. This is an aneurismal-like dilatation. 

Carcinoid or argentaffine-cell tumors occur in all 
parts of the gastro-intestinal tract, but are most 
common in the small intestine. They are of low- 
grade malignancy, and are said in some instances to 
be benign. ApotpH Hartunc, M.D. 


Probstein, J. G., and Gruenfeld, G. E.: Acute 
Regional Ileitis. Ann. Surg., 1936, 103: 273. 


The authors report three cases of acute regional 
ileitis. The first patient, a boy five and one half 
years of age, presented symptoms typical of ileocecal 
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intussusception, but at operation an acute inflam- 
matory condition of the terminal 15 cm. of the 
ileum was found. Ileostomy was done proximal to 
the inflamed area, and after a rather stormy con- 
valescence the fistula was closed by resection of a 
small part of the ielum. At the second operation 
the inflammatory process was found healed and the 
specimen obtained showed only a small amount of 
round-cell infiltration. 

The second patient had symptoms typical of 
acute appendicitis, but operation disclosed acute 
inflammation of 15 cm. of the terminal ileum. The 
treatment consisted in ileostomy (Witzel) proximal 
to the inflammatory process. On removal of the 
ileostomy tube the fistula closed spontaneously. 

The third patient also was believed to have acute 
appendicitis, but presented inflammation of the 
terminal ileum at operation. In this case the treat- 
ment did not include drainage above the inflam- 
matory process. 

All three patients recovered. 

Bacteriological studies revealed only organisms 
normally found in the intestine. 

G. DANIEL DEcprat, M.D. 


Gordon-Taylor, G.: The Complex and the Compli- 
cated in the Surgery of the Large Intestine. 
Proc. Roy. Soc. Med., Lond., 1936, 29: 343. 2 


The author calls attention to anatomicopatho- 
logical conditions of the large intestine and their 
bearing on operative surgery. A neoplasm of the 
large intestine may be complicated by other condi- 
tions. Surgical interference for disease of the gall 
bladder may result in the discovery of an unsus- 
pected carcinoma of the large intestine. Pain in the 
right iliac fossa in middle age or later life always 
should awaken the suspicion that a constricting 
carcinoma of the distal part of the colon is present. 
The surgeon may first come in contact with a neo- 
plasm of the colon when a carcinomatous ulcer or a 
stercoral ulcer above the stricture undergoes perfora- 
tion. When extraperitoneal leakage occurs a localized 
abscess which may be formed may be opened and 
the growth satisfactorily excised subsequently. 

Volvulus of a segment of large intestine containing 
a growth may demand operation because of the 
urgency of the symptoms. An invaginated growth 
may present at the anal orifice or, by producing 
acute abdominal enlargement, may give the first 
evidence that a colonic tumor is present. A pelvic 
tumor may prove to be a Krukenberg tumor. 
Hydrocele that develops suddenly may prove to be 
of tuberculous or neoplastic origin. 

Anatomical abnormality may complicate other- 
wise apparently simple operations. The left portion 
of the colon may cling to the midline and have a 
short mesocolon. The transverse colon may be con- 
cealed by a distended small bowel. The embryonic 
midgut may have failed to rotate. The right side of 
the colon may be extended above the liver to the 
diaphragm. More infrequently, the colon may be 
in the thorax. 
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The gravity of intestinal resection and anasto- 
mosis will be influenced to a degree by the number 
of lines of surgical suture, but the operative prog- 
nosis is dependent upon a number of factors. The 
author believes that in complicated or pluriseg- 
mental removal of the bowel for cancer the imme- 
diate risk to life is not greatly increased by radical 
operation. Cases in which plurisegmental resection 
is performed for cancer of the large bowel may be 
divided into the following five groups: (1) those in 
which involvement of the abdominal wall is marked; 
(2) those in which the growth has infiltrated other 
portions of the alimentary tube; (3) those in which 
some additional segment of the alimentary canal 
other than the bowel is involved in the growth; 
(4) those in which a solid viscus, or a hollow viscus 
unconnected with the alimentary canal, is involved 
by the growth; and (5) those in which multiple re- 
section is necessary because of some complicating, 
accidental, or concomitant condition unconnected 
with the primary neoplasm. The author believes 
that the debatable point is the prospect of pro- 
longed survival rather than immediate risk to life. 
Cases illustrative of each group are presented. 

Pelvic inflection may necessitate resection of the 
large intestine. Non-tuberculous granuloma appears 
to be especially frequent in the cecum and is readily 
mistaken for tuberculosis. Certain forms of acute 
intestinal obstruction may demand double resection 
of the bowel, one of the segments being colonic. 
Survival from multiple resection of bowel for gun- 
shot injury is rare. For cure, anastomotic ulcers 
consequent on gastrojejunostomy demand resection 
of the stomach and jejunum and perhaps also of 
the colon. Resected intestine with its mesenteric 
attachments left intact may be used to construct 
a vagina or to replace segments after resection as in 
cases of diverticulitis. The author has encountered 
only one case of gangrene of the large bowel attribut- 
able to mesenteric occlusion. 

A complex and complicated technique requiring 
from two to five operations for the removal of a 
cancerous segment of colon is defended. Grey 
Turner admits an operative mortality of 12 per cent 
while holding that ultimately it may be reduced to 
5 per cent. In resecting a segment of the distal part 
of the colon the author establishes a prophylactic 
cecal anus. For many growths in the distal part of 
the colon, diverticulitis, volvulus, and megacolon, 
he is using the exteriorization method of Paul- 
Mikulicz more and more frequently. In eighty-four 
cases in which he performed a simple colectomy by 
this technique the mortality was only 2.4 per cent. 
An operation in one stage is safe in many cases of 
cancer of the right side of the colon, especially if 
enterostomy is performed above the anastomosis 
and a catheter is inserted. For other cases, some 
type of exclusion operation in two stages is advo- 
cated. In cases of chronic ulcerative colitis the 
Coffey operation replaces a dangerous one-stage 
operation by a safe three-stage intervention. The 
author concludes that radical, complex, multiple 
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resections often repay the enterprising surgeon in 
dealing with cancer of the colon. Many illustrative 
cases are discussed. CiavupeE F. Drxon, M.D. 


Bevan, A. D.: The Present Status of the Problem 
of Appendicitis. Surg. Clin. North Am., 1936, 16: 
63. 


The author briefly traces the history of our knowl- 
edge of appendicitis from the time of Reginald Fitz 
in 1886 to the present day. 

He ascribes the condition to a local inflammation 
beginning in the mucosa of the appendix at an 
atrium of infection caused by injury from fermenta- 
tive products produced in the intestinal tract or by 
a foreign body, and extending through the other 
coats of the appendix to reach the peritoneum. He 
calls attention to the clinical picture as the basic 
factor in the diagnosis, placing minor emphasis on 
laboratory findings. He states that if medication is 
given at all, early in the disease, he recommends the 
use of minute doses of atropine as an aid in differ- 
entiating ‘‘spasms” from appendicitis. 

Operation within the first forty-eight hours of the 
attack is advised. On the third, fourth, and fifth 
day it should be performed immediately unless the 
symptoms are subsiding. When the symptoms are 
subsiding, watchful waiting is indicated. If a palpable 
inflammatory mass is evidenced about the appendix 
which daily becomes less tender, expectant treat- 
ment is advisable. If no immediate indication arises 
for surgery, delay of appendectomy for from six to 
eight weeks is indicated. 

Appendicitis with general peritonitis is treated by 
the Murphy plan. This consists of: (1) early opera- 
tion with minimal handling of the gut, (2) removal of 
the appendix, (3) Fowler’s position, (4) the adminis- 
tration of fluids in adequate quantity, and (5) keep- 
ing the stomach empty. 

When there is gross peritoneal soilage, Bevan 
modifies this procedure by irrigating the peritoneal 
cavity with normal saline solution from the incision 
out through a tube placed in the cul-de-sac by means 
of a stab wound just above the symphysis. He 
advises also adequate drainage by Penrose drains. 

He prefers anesthesia induced with ethylene or 
ethylene combined with local infiltration. 

LoRNE WILLIAM CmrRISTIAN, M.D. 


Trinca, A. J.: Some Observations on the Pathology 
of Appendicitis. Australian & New Zealand J. 
Surg., 1936, 5: 258. 

Trinca contends that the primary causative factor 
in appendicitis is not bacterial invasion of the mucosa 
of the appendix. 

In a study of the blood supply of the appendix 
five main variations are noted: 

: An appendiceal artery supplying the appendix 
only. 

2. Acecal artery supplying the proximal portion 
of the appendix. 

3. The proximal portion of the appendiceal artery 
supplying a portion of the cecum, 
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4. An accessory appendiceal artery supplying 
the proximal portion of the appendix. 

5. An appendix bound to the wall of the cecum 
supplied by small cecal arteries and with only a 
rudimentary appendiceal artery. 

Trinca notes that the appendiceal artery does not 
anastomose freely with the cecal branches and is in 
reality an end-artery. Therefore, at the point of 
overlap, there is a relatively poorly supplied band 
which he believes accounts for the sharp line of 
demarcation so often seen in gangrenous appen- 
dicitis. 

In studies of the position of the appendix both in 
cadavers and in the living Trinca found that the 
position of the appendix varies with the location and 
degree of distention of the cecum, and that inflation 
of the cecum can produce torsion, kinks, and twists 
of the appendix. Since the appendiceal artery lies 
behind the distal portion of the i!eum, distention of 
the cecum will tend to cause pressure on the artery 
with partial appendiceal ischemia. 

Partial or temporary interference with the blood 
supply causes ischemia followed by congestion or 
tissue stagnation of varying degree, and produces 
the phenomenon of so-called catarrh. In certain 
cases circulatory interference is sufficient to lower 
the resistance and thereby permits secondary inva- 
sion by any intestinal flora present. This process 
may be confined to the mucosa or extend through all 
coats and involve the peritoneum. A longer period 
of anemia produces gangrene. The portion of the 
appendix involved varies with the type of blood 
supply and the vessel obstructed. 

If the obstructive process is of short duration, 
complete recovery can occur, but when it is of longer 
duration some damage is inevitable. Desquamating 
epithelium may not be restored. The secondary in- 
flammation may result in fibrosis, stenosis, atrophy, 
atonicity, and the formation of adhesions. It can 
pave the way for a subsequent attack of obstructive 
appendicitis or make a future attack more serious 
in its results. 

Perforation may result from pressure gangrene 
due to a fecalith. 

The author believes that aside from develop- 
mental anomalies, chronic appendicitis is due to 
conditions resulting from previous attacks of vascu- 
lar disturbance, and not to a chronic primary infec- 
tion arising in the mucosa. 

Purgatives are aggravating factors as they cause 
increased peristalsis and cecal distention favoring 
torsion, kinking, and vascular disturbances. 

In the author’s opinion, modern habits of eating 
and diet are the predisposing factors. 

Lorne WILLIAM CuRISTIAN, M.D. 


Reid, M. R., Poer, D. H., and Merrell, P.: A Sta- 
tistical Study of 2,921 Cases of Appendicitis. 
J. Am. M. Ass., 1936, 106: 665. 


The authors have reviewed 2,921 cases of appen- 
dicitis admitted to the Cincinnati General Hospital 
in the period from January 1, 1915, to January 1, 
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1934. Of these, 2,035 were diagnosed as acute ap- 
pendicitis. 

Forty-one per cent of the patients had had previ- 
ous attacks, and in the cases of 42.5 per cent the 
appendix was ruptured at the time of the patient's 
admission to the hospital. The average duration 
of the attack before admission was three and eight- 
tenths days. Abdominal pain, the most prominent 
symptom, occurred in 94 per cent of the cases. Pain 
on pressure over the appendix was present in almost 
all, and seemed to be the most important single 
finding. The next most important symptoms were 
nausea and vomiting, which occurred, respectively, 
in 70 and 8o per cent of the cases. As tenderness, 
induration, and a mass were found on rectal or pelvic 
examination in 44 per cent of the cases, the authors 
believe that these procedures are of great value. 
Thirty-six per cent of the patients had taken purga- 
tives prior to their admission. 

In 576 (66 per cent) of the 865 acute cases with 
perforation a localized abscess formation was found. 
In 33 per cent of the cases with perforation there was 
peritonitis of varying degree. In the majority it was 
advanced and widespread. 

Since 1922, the McBurney incision has been used 
routinely. Prior to that, the right rectus incision 
was employed. 

The authors describe their routine operative pro- 
cedure in various types of acute appendicitis. 

In the reviewed cases the incidence of wound in- 
fection following operation in which drainage was 
not employed was 0.06 per cent. The infection was 
superficial in all except 3 cases, in which the wound 
was completely broken down and evisceration oc- 
curred. In all of the latter a right rectus incision had 
been employed. The authors believe that drainage 
is not indicated in cases of acute gangrenous appen- 
=— without rupture but with a cloudy peritoneal 

uid. 

In 1,147 cases of acute appendicitis without rup- 
ture the mortality was 0.86 per cent; in 576 of rup- 
tured appendix with abscess, 11.4 per cent; in 280 
of ruptured appendix with peritonitis, 33.9 per cent; 
in 734 of chronic appendicitis, 0.13 per cent; and in 
59 in which an erroneous diagnosis was made, 6.7 
per cent. The total mortality in these 2,806 cases 
was 6.3 per cent. 

Since making this study, the authors have been 
using the conservative or Ochsner method of treat- 
ment when they believe it is indicated, in an attempt 
to lower the mortality in cases presenting perito- 
nitis or abscess. They expect to make a com- 
parative study from this aspect at a later date. 

Lorne CuristTIAN, M.D. 


Goinard, P., and Merz, H.: An Operation for Re- 
dundant Sigmoid in One Stage (L’opération du 
dolichosigmoide en un temps). J. de chir., 1936, 47: 
220. 


Goinard and Merz describe an operation for re- 
dundant sigmoid which may be performed when 
volvulus is a complication. A median incision as 
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short as possible is made, and the loop of sigmoid 
to be resected is brought outside. The mesosigmoid 
is ligated and sutured so that the loop is completely 
exteriorized. The peritoneum is then sutured 
around the two branches of the intestinal loop, and 
the abdominal incision is partially closed around the 
loop. The two branches of the loop are held with 
forceps above the level of the section of the mesosig- 
moid, and the intestine is cut with scissors just 
below the forceps. The two ends of the loop pro- 
jecting outside the peritoneum and the abdominal 
wall are then anastomosed by sutures in three 
planes. The anastomosis is made almost complete, 
only a small opening being left at the anterior por- 
tion for the introduction of a drain into the upper 
(proximal) branch of the loop. The abdominal in- 
cision is closed around the drain by suture of the 
aponeurotic layer. On removal of the drain, the 
slight fistula closes spontaneously or may be closed 
with a few sutures. When closure is complete, the 
anastomosis still remains extraperitoneal. 

This method has been used by the authors at 
Algiers in seventeen cases of redundant sigmoid, 
four of which were complicated by volvulus. Of the 
seventeen patients, eleven were natives of North 
Africa. The authors are of the opinion that dietary 
factors contribute to the frequency of redundant 
sigmoid in these natives. In all of their cases good 
results were obtained with complete healing within 
from three weeks to two months. In some cases 
roentgen examination revealed evidence of some 
stenosis at the site of the anastomosis, but in no 
case was there clinical evidence of obstruction. The 
stenosis was no more marked than that found after 


other methods of operation for redundant sigmoid. 
ALICE M. MEYERs. 


Hayden, E. P.: Cancer of the Rectum and Sigmoid. 
New England J. Med., 1936, 214: 401. 

The author reports eighty-one cases of cancer of 
the rectum and sigmoid observed during the last 
nine years. He estimates the incidence of opera- 
bility in this series at from 65 to 70 per cent. Twenty 
patients died within from four to seventy months 
after operation. It was reported that recurrence 
developed in all but two of the latter, and the 
growths were of a high grade of malignancy. At 
the time this article was written twenty-four pa- 
tients were alive, having survived for periods up to 
sixty-six months. Of ten patients who were alive 
and well for three years or more after operation, 
none had regional metastases. 

Fifty-two cases in which six different types of 
radical operation were performed are discussed in 
detail. In the first ten cases the operation was done 
in two stages. Abdominoperineal resection was the 
operation of choice in about 80 per cent of the cases. 
The operative mortality was 16.6 per cent. In the 
eleven cases in which a two-stage abdominoperineal 
operation was indicated the Jones operation was 
performed. The operative mortality was 9.1 per 
cent. The one-stage procedures were performed 
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according to the technique of Miles, the perineal 
part of the operation being carried out with the 
patient in the right Sims’ position. In all cases in 
which operation was performed in one stage, a 
transfusion of blood was given at the end of the 
operation. The colostomy was usually performed 
through a short, left lateral rectus incision. The 
long paramedian incision was closed without drain- 
age. 

The colon is usually sutured to the left parietal 
peritoneum so as to obliterate the aperture lateral 
to the colonic stoma. Simple colostomy with 
posterior resection at a later date is considered the 
safest operation for rectal cancer, but complete and 
careful removal of the pelvic mesocolon and other 
node-bearing tissues in the pelvis cannot be done by 
the posterior route. 

The author advises anterior resection with in- 
version of the rectal stump and end-colostomy when 
the tumor is high enough to permit dissection well 
below it, but not high enough to allow resection 
with direct suture or a Mikulicz procedure. 

Because of the added risk, pathological conditions 
in organs such as the gall bladder and appendix are 
not treated in the course of surgical excision of the 
cancer. 

In his abdominoperineal resections, Hayden uses 
a paramedian incision. He prefers ether anesthesia 
to spinal anesthesia because of its certain duration. 
He emphasizes the importance of adequate peri- 
toneal flaps in the construction of a new pelvic 
floor. In the procedure he employs, rubber-covered 
clamps are applied about 6 in. apart, above and below 
the point of resection. The bowel is then divided 
with the cautery between heavy, tightly tied, silk 
threads. Each end of bowel is protected by a rubber 
dam. When the surgeon is right-handed it is ad- 
visable for the patient to be placed in the right 
Sims’ position. The rubber-covered distal end of 
gut is identified through the posterior incision and 
traction is exerted with the left hand, from above 
downward, in the plane of cleavage between the 
prostate gland or the vaginal wall and rectum. The 
region is lightly packed with gauze in a sheet of 
rubber dam, and drainage is provided anteriorly in 
the perineal incision. The colonic stoma is opened 
after from twenty-four to forty-eight hours. 

After reporting a case of cancer with multiple 
metastases to bone Hayden discusses the diagnosis 
and treatment of benign adenomas. 

He concludes that apparent cures of rectal and 
sigmoid cancer have been obtained chiefly in cases 
in which there was no perirectal involvement at the 
time of the operation and those in which the tumor 
was a malignant adenoma or an adenocarcinoma of 
Grade 2. F, Drxon, M.D. 


Daland, E. M., Welch, C. E., and Nathanson, I.: 
One Hundred Untreated Cancers of the Rec- 
tum. New England J. Med., 1936, 214: 451. 

’ The authors studied 100 fatal cases of cancer of 
the rectum in which operation was not performed. 
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A change of intestinal habit was taken as the cri- 
terion for the onset of the disease. The ratio of 
males to females was 2:1. The average age at the 
onset of the symptoms was fifty-nine and six-tenths 
years, and the average length of life after the onset 
of the symptoms was seventeen and two-tenths 
months. There was no significant variation in the 
length of life of the patients, who ranged in age from 
thirty to ninety-five years at the onset of the disease. 
One patient died one month, and another, forty-nine 
months, after the onset. The cases were fairly 
evenly divided between the ages of forty-five and 
seventy-five years. All of the patients died of 
cancer. 

Eighty patients who had undergone colostomy 
without any other treatment were studied. Their 
average age at the onset of the disease was fifty- 
eight and one-tenth years. Their average length of 
life from the onset of the disease was sixteen and 
nine-tenths months. Their average length of life 
following the colostomy was six months. The opera- 
tive mortality was 12.5 per cent. The statistics 
show that patients treated by colostomy live no 
longer than those who are untreated. Comfort of 
the patient is the only consideration in the per- 
formance of colostomy if radical operation is not 
contemplated. 

The effect of roentgen treatment applied to the 
local lesion in connection with colostomy was 
studied in a group of 32 cases, but the findings were 
inconclusive. However, the irradiation seemed to 
relieve the pain. 

A group of 42 cases in which radical operation 


was performed were studied. Twenty-five of the 
patients were males. The average age of the pa- 
tients at the onset of the symptoms was fifty-four 


and five-tenths years. Eleven (26.2 per cent) of 
these patients died as a result of the operation, 2 died 
of intercurrent disease without recurrence within 
five years, 12 (30 per cent) were alive and free from 
disease five years after the operation, and 17 died 
of cancer. 

The authors’ figures agree with those of the 
British Ministry of Health which indicate that 
either there is no significant relation between the 
patient’s age at the onset of the disease and the 
duration of the disease or available data are not 
sufficient to establish the relation. 

Attention is calied to a group of 45 patients who 
were treated with radium by Hayden and Shedden. 
Hayden and Shedden concluded that patients 
treated with radium alone live no longer than un- 
treated patients; that patients subjected to colos- 
tomy live an average of four months longer than 
untreated patients; and that patients treated by 
colostomy and radium irradiation live four months 
longer than those treated by colostomy alone. 

The average age of patients subjected to radical 
operation was five years less than that of untreated 
patients. ‘ 

Patients suffering from cancer of the rectum will 
live as long if no treatment is given as they would if 
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they were treated only by colostomy. However, 
they will be much more comfortable during the 
remaining part of their lives if they submit to colos- 
tomy. In the reviewed cases in which radical opera- 
tion was performed the average length of time be- 
tween the onset of the condition and treatment was 
eight months, and in those in which colostomy was 
done, it was seven months. The operative mortality 
of radical resection of the rectum in 1 or 2 stages is 
low enough to warrant radical operation when there 
is a probability that the growth can be removed. 
After such treatment the life span is much longer 
and the patient is free from symptoms. 
F. Drxon, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Ratti, A.: Hepatography (In tema di epatografia). 
Radiol. med., 1936, 23: I. 


Ratti describes the roentgen features of certain 
morbid changes occurring in the liver and discusses 
critically the diagnostic and clinical value of hepa- 
tography. 

Hepatography was introduced in 1930. It con- 
sists essentially of roentgenography of the liver 
following the intravenous injection of about 1 c. cm. 
per kilogram of body weight of a colloidal suspen- 
sion of thorium dioxide. In order to prevent un- 
toward effects the contrast substance is administered 
in stages over a period of a few days. 

The method is based on the fact that the cells of 
the reticulo-endothelial system have the ‘capacity 
of storing thorium particles and therefore areas of 
increased density are produced in organs such as the 
liver and spleen, which contain considerable amounts 
of reticulo-endothelial tissue. 

By means of hepatography Ratti has studied 
particularly carcinomatous metastases to the liver. 
In the roentgenograms the metastases appear as 
lacunar areas of decreased density because neo- 
plastic regions are poor or devoid of reticulo-endo- 
thelial tissue and therefore not capable of becoming 
impregnated with the radio-opaque substance. The 
number, form, size, and arrangement of these 
lacunar areas range within wide limits. 

The method has many pitfalls and has sometimes 
led to misinterpretations. By comparing the results 
of hepatography with surgical and postmortem 
findings the author has been able to determine some 
of the most important sources of error. In his 
opinion, hepatography is of great diagnostic aid if 
it is carried out properly and under well-defined 
clinical circumstances. 

Ratti emphasizes the relative harmlessness of the 
thorium preparations used for hepatography, but 
calls attention to certain untoward effects which 
have been noted. The immediate effects are neg- 
ligible. They include an unpleasant sensation at the 
time of the injection and occasionally a rise in the 
temperature, but these symptoms are transitory and 
insignificant. Only a few deaths have been reported. 


SURGERY OF THE ABDOMEN 


However, it must be borne in mind that the patient 
should be in good general condition at the time of 
the injection. As late effect, a general diminution 
of parenchymatous function throughout the body 
has been observed in experimental work with ani- 
mals, but no fatalities in clinical cases have been 
reported. 

Ratti concludes that hepatography should be 
done only in cases in which there is a definite clinical 
indication for it and effective treatment depends 
largely upon the diagnosis. RicHarp E. Somma. 


Zanardi, F., and Previtera, A.: Contributions to 
the Functional and Anatomical Study of the 
Liver in Diseases of the Extrahepatic Biliary 
Tract. II. Subacute Hepatitis and Nodular 
Hepatitis of Biliary Lithiasis Exclusive of 
Icterus (Contributi allo studio funzionale ed 
anatomico del fegato nelle malattie delle vie biliari 
extraepatiche. II. Le epatiti subacute e le epatiti 
nodulari della litiasi biliare esclusi gli itteri). Arch. 
ital. di chir., 1936, 42: 1609. 

This article deals with: (1) subacute hepatitis in 
cases of gall stones in which operation was performed 
immediately after the subsidence of a febrile biliary 
colic unaccompanied by jaundice, and (2) nodular 
subacute hepatitis accompanying chronic calculous 
cholecystitis. The histological data were obtained 
from thirty biopsies, four of which showed a lesion 
of the second type and the rest a lesion of the first 
type. Eight cases, including all those of nodular 


hepatitis, were studied in detail with pre-operative 
and postoperative functional tests and re-examina- 
tions of the patients at intervals up to nineteen 


months. 

In the first group of cases the liver showed con- 
gestive and inflammatory lesions of the mesenchy- 
mal-vascular apparatus and reactive and degener- 
ative changes in the parenchyma. While it is 
difficult to establish a relationship between the 
hepatic and gall-bladder lesions from purely histo- 
logical data, the fact that the affection of the 
intrahepatic bile channels was usually minimal 
appears to show that it is not the primary factor. 
The authors believe that the first attack of biliary 
colic marks the beginning of hepatic involvement, 
since in this group of cases the liver lesions were 
acute or subacute, with no trace of previous in- 
flammation, while the lesions of the gall bladder 
were chronic. They are of the opinion that some 
attacks represent crises of hepatic congestion of an 
allergic nature. 

The authors have found no clear description of 
nodular hepatitis although it is a well-defined type. 
The cases they report were those of women ranging 
in age from twenty-six to forty-two years, who had 
had calculous cholecystitis for several years without 
serious impairment of their general health. The 
nodules, none of which exceeded microscopic size, 
surrounded the interlobular veins. Their essential 
characteristic was the reaction of the liver cells, 
which assumed epithelioid, syncytial, or giant 
forms. This epithelial center, which often under- 


went necrosis, was surrounded by a zone of round 
cells and a_ well-demarcated reticular capsule. 
Parenchymatous inflammation predominated over 
sclerosis. The granulomas were not connected with 
the bile capillaries, and inflammatory changes were 
always more marked in the veins than in the 
lymphatics. The surrounding parenchyma was 
unaffected. It was impossible to determine whether 
the inflammatory or the degenerative factor was 
primary in the origin of the granuloma. The liver 
and bile were sterile except in one instance in which 
the bile contained a non-hemolytic streptococcus. 

The authors discuss the fine points of the differ- 
ential diagnosis of nodular hepatitis from the more 
or less similar foci encountered in the acute infec- 
tions, tuberculosis, syphilis, and the mycoses. The 
characteristics of the nodules are due partly to the 
low virulence of the infection and partly to the 
diffuse and intense inflammation of the vascular- 
mesenchymal apparatus which distinguishes this 
type of hepatitis from the usual type accompanying 
cholecystitis. Nevertheless, in some instances (par- 
ticularly early tubercle) the histological criteria are 
insufficient and clinical data are required. 

In three of four cases the only functional test 
affected was the van den Bergh test. After opera- 
tion this returned to normal and the clinical cure 
was complete. In the remaining case the symptoms 
recurred and a definite alteration of liver function 
became established. 

In the authors’ opinion, nodular hepatitis has the 
generic characteristics of a secondary infective 
hepatitis, the organism entering the liver through 
the portal system and locating at the point of least 
resistance, viz., the bifurcation of the interlobular 
vein. Asa rule it is only a complication of the extra- 
hepatic affection and yields to surgical treatment of 
the latter. Occasionally, however, it progresses inde- 
pendently. Although the final stages of the nodules 
are unknown and it is histologically possible that 
they may form the basis of a chronic hepatitis, the 
clinical and laboratory evidence leads to the con- 
clusion that healing usually occurs, probably by 
means of small compressible reticular scars which 
may finally regress completely with absorption of 
the necrotic material. The process appears to be a 
slow cicatrization without injury to nearby tissues. 

The article is accompanied by clinical histories, 
laboratory data, photomicrographs, colored plates, 
and a bibliography. M. E. Morse, M.D. 


Zanardi, F., and Previtera, A.: Contributions to 
the Functional and Anatomical Study of the 
Liver in Diseases of the Extrahepatic Biliary 
Tract. III. The Liver in Chronic Calculous 
Cholecystitis and Non-Calculous Cholecystitis 
(Contributi allo studio funzionale ed anatomico del 
fegato nelle malatti delle vie extraepatiche. III. I 
fegato nelle colecistiti calcolose croniche e nelle 
colecistiti non-calcolose). Arch. ital. di chir., 1936, 
$2: 373: 

On the basis of the clinical course, the authors 
recognize a chronic and a subchronic type of chole- 
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cystitis with stones. This classification conforms 
well with the results of functional tests, the histo- 
logical findings in the liver, and the postoperative 
course. In the purely chronic cases, characterized 
clinically by dyspepsia, gastralgia, and colic, and 
the absence of fever and icterus, the hepatic lesions 
involve predominantly the interstitial tissue. A 
chronic inflammation, fibrosis of Glisson’s capsule, 
and a hypertrophy-hyperplasia of the endolobular 
reticulum are found. The parenchymatous lesions 
are always negligible and confined to circumscribed 
foci. As they are usually not severe, the functional 
capacity of the liver is reduced only slightly, if at 
all. The authors found also that the fibrotic and 
atrophic changes seen in biopsy sections taken from 
the liver margin tend to exaggerate the severity of 
the condition and may confuse the diagnosis. 

As the results of operation are always good from 
the clinical as well as the functional point of view, 
the authors conclude that the hepatitis encountered 
in connection with chronic cholecystitis with stones 
is of minor importance. 

In subchronic cholecystitis, on the other hand, 
the clinical course and the results obtained by 
cholecystectomy are rather unsatisfactory. This is 
readily explained by the findings of anatomical, 
functional, and surgical studies. The lesions involve 
the gall bladder and surrounding structures, and 
there is a peculiar form of hepatitis which is char- 
acterized by a periportal lymphangitis, perihepa- 
titis, and cholangeitis. The functional capacity of 
the liver is definitely reduced, and the digestive 
disturbances and functional alterations tend to 
persist after operation. These facts suggest that in 
such cases, under the influence of an infectious 
factor (lymphatic or biliary inflammation), a hepa- 
titis may become progressive quite independently 
of the gall-bladder involvement. 

The authors subdivide cases of cholecystitis with- 
out stones into: (1) those of chronic cholecystitis, 
(2) those of adhesive pericholecystitis, and (3) those 
of appendicocholecystitis. 

They conclude that cholecystitis with or without 
stones may be accompanied by a hepatitis which 
may be progressive. Adhesive pericholecystitis may 
run an independent course without involving the 
liver. Appendicitis may be associated not only with 
a demonstrable cholecystitis, but also with a mild 
and functionally not demonstrable hepatitis, sug- 
gesting that the liver may be attacked in any toxic 
or infectious process occurring in the intra-abdomi- 
nal regions which drain into the portal vein. 

Ricwarp E. Somma. 


Aronsohn, H. G.: Experimental Studies of Bac- 
terial Cholecystitis. Am. J. Surg., 1936, 31: 18. 


The experimental studies reported in this article 
were carried out over a period of thirty-six days with 
streptococci, staphylococci, the colon bacillus, and 
the bacillus welchii. 

As a rule the bacteria were introduced into the 
gall bladder under ether anesthesia through a cathe- 
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ter inserted through the common duct, but in a few 
instances bacterial suspensions were injected through 
the gall-bladder wall. 

The results showed that in a non-traumatized 
gall bladder it is difficult to produce cholecystitis by 
the introduction of virulent bacteria, but in the 
presence of stasis of the bile (produced by ligation 
of the cystic or common duct) or of trauma to the 
gall-bladder wall, severe infection occurs with con- 
siderable constancy. G. Dantet Decprat, M.D. 


Hicken, N. F., Best, R. R., and Hunt, H. B.: Chol- 
angiography. Ann. Surg., 1936, 103: 210. 

The authors state that the injection of radiopaque 
substances directly into the gall bladder and bile 
ducts gives an accurate roentgenographic picture of 
the condition of the biliary tract. It demonstrates 
whether the ductal system is patent or occluded; 
shows the position and number of calculi, the extent 
and location of strictures, and the functional status 
of the sphincter of Oddi; outlines fistulous communi- 
cations; and demonstrates dilatation and sacculation 
of the bile ducts. It makes it possible to determine 
how long the biliary tract should be drained; con- 
firms the patency of the common duct before the 
drainage tube is removed; and shows whether or not 
cholecystectomy will decompress the entire biliary 
system. 

The authors describe two methods of cholangiog- 
raphy, the immediate and the delayed. They use 
lipo-iodine diluted to from one-third to one-half its 
original concentration with sterile olive oil to render 
it labile. They prefer stereoscopic roentgenograms 
combined with fluoroscopic studies. With the imme- 
diate method, in which the radiopaque oil is injected 
during the operation and roentgenographic obser- 
vations are made while the patient is on the operat- 
ing table, they have had but limited experience. 
Such a procedure is indicated particularly in the 
problem cases in which the diagnosis is questionable 
or the selection of the proper procedure is difficult. 

The delayed method has a much greater range of 
usefulness. In this procedure the diluted lipo-iodine 
is injected into a drainage tube sutured into the gall 
bladder or biliary ducts at the time of operation or 
into a biliary fistula, and roentgenograms are then 
taken immediately. The exact outline of the biliary 
system is revealed. If any abnormalities are noted, 
serial roentgenograms are taken at fifteen-minute 
intervals until the diagnosis is established. 

The authors observed no ill effects from use of the 
diluted lipo-iodine in cases of acute cholecystitis, 
cholangeitis, stricture, calculi, or pancreatitis. 

O. Latimer, M.D. 


Mirizzi, P. L.: The Diagnosis of Incomplete Non- 
Calculous Obstructions of the Common Duct 
(Diagnostic des obstructions incompletes non cal- 
culeuses de choledoque). Presse méd., Par., 1936, 
44: 150. 

Cholecystectomy is successful in the considerable 
number of cases in which the lesions are limited to 
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the gall bladder, but in many cases in which there 
are anatomical or functional lesions of the common 
duct it fails. In young persons the common duct is 
often involved at the beginning of the disease. Be- 
cause of this fact the author considers biliary 
lithiasis a system disease acting predominantly on 
the excretory duct and thereby causing temporary 
or permanent stagnation of bile which may be 
aggravated by cholecystectomy. 

There are two groups of cases in which the com- 
mon duct is involved. In the first group the gall 
bladder is in good enough condition to be anas- 
tomosed to the duodenum. In the second group, 
which is much larger, it is so seriously affected by 
lithiasis or cicatrization that its removal is necessary. 
In these cases the anastomosis may be made be- 
tween the cystic duct and the duodenum, the 
hepatic and common ducts being left intact. 

The exact nature of the condition can be deter- 
mined by cholangiography carried out during the 
operation after the injection of lipiodol into the gall 
bladder. This is quite different from postoperative 
lipiodol examination. Its principle is physiological, 
and its object is to guide the surgeon in the choice 
of operation. 

The author reports five cases in which cystico- 
duodenostomy was performed. The case histories 
are supplemented with roentgenograms. In all of 
these cases there was an incomplete non-calculous 
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obstruction of the common duct. As the opaque 
medium was eliminated perfectly through the anas- 
tomosis, there is every reason to suppose that the 
results will be permanent. 

Cysticoduodenostomy is an easy operation tech- 
nically. It prolongs the operation only a few min- 
utes and does not preclude closure without drainage. 
It meets the requirements for the prevention of 
reflux of the duodenal contents (Heister’s valves). 
It is physiological as it utilizes the cystic duct 
through which the bile passes normally. Roentgen 
studies made immediately after the operation dem- 
onstrate that when there is an incomplete mechan- 
ical obstacle (dyskinesia, inflammation of the 
sphincter of Oddi, or of the pancreas) it enables the 
bile tract to evacuate the retained lipiodol through 
the new opening between the cystic duct and duo- 
denum. 

Observations made immediately after the anas- 
tomosis disprove the generally accepted theory that 
the gall bladder is filled passively by the pressure 
developing in the intrahepatic ducts. Impelled by 
the active contraction of the common duct, the 
column of lipiodol rises until it reaches the anas- 
tomosis. As there is an active mechanism which 
furthers the passage of the bile through the cystico- 
duodenostomy, it is reasonable to suppose that the 
results will be permanent. 

AupREY Goss Morcan, M.D. 
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Genell, S.: Experimental Studies on Animals with 
Regard to the Physiology of the Uterine Mus- 
culature (Tierexperimentelle Studien ueber die 
Physiologie der Uterusmuskulatur). Acta obst. et 
gynec. Scand., 1936, 16: 54. 

In the studies reported the author found that, 
in rats, estrin lowers the tonus of the uterine mus- 
culature and at the same time increases the irrita- 
bility of the uterus to the hormone of the posterior 
lobe of the pituitary gland. In small amounts the 
latter hormone, pitocin, increases the number of 
contractions of the estrin-stimulated estrous uterine 
musculature without decreasing their amplitude, an 
effect contrary to its action on the non-stimulated 
musculature. Estrin seems to be the “functional” 
hormone of the uterine musculature. In the cas- 
trated rat the motility of the uterus is greatly re- 
duced within a few days after the castration, long 
before true atrophy of the musculature sets in. 

Adrenalin has an inhibitory effect of short dura- 
tion on the uterine muscle in all sexual phases. In 
the vagina, which does not exhibit spontaneous 
contractions during estrus, it produces a rapid 
spastic contraction. Apparently the adrenalin con- 
tent of the blood is related to the hormone changes 
in different phases of the sexual cycle. 

The authors’ experimental data show good agree- 
ment with the assumed functional réle of the uterus 
and vagina from the point of view of motility in the 
various sexual phases. While definite experimental 
proof of these functions is still lacking, their hor- 
monal regulation seems to have been demonstrated. 


Dieulafé, R.: Conservation of the Uterus After 
Total Oédphorectomy, and the Question of 
Uterine Hormones (La conservation de l’utérus 
aprés ovariectomie totale et la question des hor- 
mones utérines). Rev. franc. de gynéc. et d’obst., 
1936, 31: 21. 

Numerous reports of menstruation after castra- 
tion indicate that the uterus is capable of function 
in the absence of both ovaries. According to Con- 
stantini, from 30 to 4o per cent of women subjected 
to bilateral odphorectomy may menstruate regu- 
larly after the operation. While the author admits 
the possibility of incomplete removal of the ovaries 
in such cases, he believes that this phenomenon sup- 
ports the view that the uterus possesses an internal 
secretion of its own. This theory is supported by the 
researches of Ancel and Bouin on rabbits which 
showed that, during certain phases of gestation, the 
rabbit uterus contains a “myometrial gland” with 
important endocrine functions during pregnancy. 
Similar findings in other animals have been reported 
by other investigators. The existence of hormones 


in the endometrium and the tubal mucosa of the 
human female has been postulated by various inves- 
tigators. Animal experiments have shown that hys- 
terectomy causes ovarian degeneration, due pre- 
sumably to loss of the uterine hormone stimulus. 
The author therefore advises conservation of the 
uterus after bilateral odphorectomy even if the 
uterus is the site of mild inflammation. He advises 
also ovarian grafting if this is possible, but states 
that, even without ovarian grafting, conservation of 
the uterus will greatly lessen menopausal symptoms 
after castration and maintain greater pelvic stabil- 
ity. Moreover, the psychological effect on the pa- 
tient produced by the knowledge that she still pos- 
sesses a uterus is not to be underestimated. 
Harotp C. Mack, M.D. 


Rongy, A. J., Tamis, A., and Gordon, H.: Uterine 
Bleeding. Am. J. Obst. & Gynec., 1936, 31: 300. 


An analysis and study of 1,048 cases of uterine 
bleeding led to the following conclusions: 

Hysterectomy should be performed only in cases 
in which there are no local or constitutional contra- 
indications. Patients who have definite metabolic 
disturbances and are overweight or who manifest 
cardiovascular derangements should not be sub- 
jected to hysterectomy, even if the uterus is larger 
than a three months’ pregnancy, as under such con- 
ditions the risk of the operation is too great. Curet- 
tage and the introduction of radium will stop the 
bleeding. In cases in which the hemoglobin index is 
50 per cent or less the bleeding should be controlled 
temporarily by curettage and irradiation and a 
major surgical procedure deferred until the patient 
has sufficiently recuperated from the loss of blood. 

Supravaginal hysterectomy is the operation of 
choice. It is definitely the safer procedure when per- 
formed by the average gynecologist. The cervical 
stump should be thoroughly cauterized before it is 
peritonized. The cauterization helps to cure the 
endocervicitis. In the cases of women over forty- 
five years of age the tubes and ovaries should be 
removed. Many women with uterine bleeding have 
an insidious inflammation of the tubes or ovaries 
which, after manipulation, may become more acute 
and produce pain and tenderness in the lower portion 
of the abdomen for a long time. 

Women with intramural or flat subperitoneal 
fibroids and enlargement of the uterus to about the 
size of a three months’ pregnancy should be treated 
by curettage and radium. Bleeding associated with 
fibrosis uteri can almost always be controlled by 
curettage and radium. Women in the fifth decade 
of life who have cervical polyps should be treated 
with from 800 to 1,000 mc.-hr. of radium irradiation 
as a prophylactic measure against future bleeding. 
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Many such women have an associated fibrosis uteri 
which sooner or later causes menorrhagia or metror- 
rhagia. Vaginal plastic operations may be per- 
formed conjointly with the use of radium. 

Small doses of radium given over a longer period 
of time are preferable to a large, highly concentrated 
dose. When small doses are used there is less danger 
of an intra-uterine radium burn. The average dose 
used to control bleeding in the cases reviewed was 
about 1,800 mc.-hr. The smallest dose was 800 
mce.-hr., and the largest 2,400 mc.-hr. The dosage 
was varied according to the patient’s age and the 
local condition. 

The severity of the menopausal symptoms is 
about the same after removal of the uterus, the use 
of radium, and the removal of one or both ovaries 
from women over forty-five years of age. To a large 
extent the symptoms of the artificial menopause 
depend upon the nervous stability of the patient. 
The use of radium is frequently followed by pain in 
the lower portion of the abdomen which last for 
from six to eighteen months. In the cases of patients 
suffering from submucous fibroids, or sloughing of the 
endometrium radium irradiation is definitely con- 
tra-indicated. 

Uterine bleeding of non-malignant origin is prob- 
ably the most frequent symptom the gynecologist is 
called upon to treat. No one method of treatment is 
applicable to all cases. Successful results depend 
upon proper interpretation of the clinical signs and 
symptoms, both local and general. The treatment 
should be that which is simplest or least dangerous 
to the patient’s life. Epwarp L. Cornett, M.D. 


Terechoff, A. A.: Clinical and Therapeutic Aspects 
of Utero-Intestinal Fistulas (Clinique et théra- 
peutique des fistules utéro-intestinales). Gynécologie, 
1936, 35: 15. 

Utero-intestinal fistulas are extremely rare. They 
are interesting especially from the point of view of 
their origin. Etiologically, there are three types: the 
traumatic, the inflammatory, and the neoplastic. 
Fistulas of the traumatic type are caused most com- 
monly by obstetrical trauma such as that which may 
be produced by forceps and craniotomy. They may 
be caused also by gynecological operations, especially 
curettage. The most common cause of fistulas of the 
neoplastic type is advanced uterine carcinoma. Im- 
portant causes of fistulas of the inflammatory type 
are tuberculosis, gumma and puerperal sepsis. All 
portions of the gastro-intestinal tract, even the 
stomach, may be involved. 

The author reports in detail a case in which a 
utero-intestinal fistula followed perforation of the 
uterus during abortion and was demonstrated by 
roentgen examination. Under conservative treat- 
ment the fistula closed spontaneously. The author 
emphasizes that bed rest, the intravenous injection 
of urotropin, and the prophylactic administration of 
antistreptococcic and anaérobic sera are of the ut- 
most importance in aiding the patient to combat in- 
fection and in bringing about spontaneous cure. 
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Surgical intervention is indicated only when spon- 
taneous cure fails to take place and the patient be- 
comes exhausted. Resection of the intestine, com- 
plete hysterectomy, and careful peritonization of the 
pelvis are then necessary for permanent cure. 
Harotp C. Mack, M.D. 


Hamblen, E. C., and Thomas, W. L., Jr.: Hyper- 
plasia of the Endometrium: A Study of the 
Endometrium After Treatment. South M. J., 
1935, 29: 269. 

After presenting a brief review of the literature on 
hyperplasia of the endometrium in which they call 
attention to the variation in the terms used to 
designate the condition and in the descriptions of 
the pathological changes, the authors discuss the 
functional level of the ovary and the anterior lobe 
of the pituitary gland and their interrelation, the 
mechanism of bleeding, the age incidence of en- 
dometrial hyperplasia, the association of the condi- 
tion with other pelvic diseases, and its diagnosis. 
They review the treatment especially with regard to 
the so-called conservative methods which include the 
administration of thyroid extract, estrin, the so- 
called anterior pituitary luteinizing principle of 
pregnancy urine, progestin, and snake venom, and 
stimulative low-dosage irradiation of the ovaries, 
pituitary, liver, and spleen. 

They then report the cases of twenty-seven pa- 
tients whom they have followed for from two months 
to two years. These patients ranged in ages from 
fourteen to thirty-four years. All of them had a 
typical “‘Swiss cheese” endometrium. During the 
various types of therapy, biopsy specimens were 
taken at frequent intervals in both the bleeding and 
the non-bleeding stages. The authors believe that 
the “Swiss cheese” character of the endometrium is 
due to the lack of a luteinizing influence. In the 
cases of the younger women no corpora lutea were 
found in the ovaries, whereas in those of the older 
women they were found uniformly. The effects of 
the anterior pituitary luteinizing principle of preg- 
nancy urine on the younger group, whose ovaries 
were quite sensitive, were an increase in the cystic 
degeneration and in the hyperestrinism. Cessation 
of bleeding in these cases after such injections may 
be due to an increase in estrin formation allowing 
more adequate endometrial circulation or nutrition. 
It was suggested that the ovaries of the older women 
responded to the pregnancy urine extract by ovula- 
tion since, as there were few follicles to be stimu- 
lated, little estrin which might depress the function 
of the anterior lobe of the pituitary gland was 
formed. Ten patients were treated with the anterior 
pituitary luteinizing principle of pregnancy urine 
(Antuitrin S); six with gonadotropic antuitrin, the 
gonadotropic principle from extracts of the anterior 
lobe of the pituitary gland, seven with moccasin 
venom, two with thyroid extract, and two with 
progestin (proluton). Two received, in addition, 
low-dosage X-ray irradiation of the ovaries and 
pituitary gland. 
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The results were not uniform. They were best in 
the cases of the seven patients receiving snake venom. 
In these cases the bleeding was checked within from 
seven to fourteen days and no further excessive 
bleeding occurred during the course of the treat- 
ment. However, in three cases discontinuation of 
the treatment was followed by excessive hemorrhage 
which necessitated hysterectomy in two and radium 
therapy in one. Thyroid therapy was ineffective in 
two cases. In one of these, progestin stopped the 
bleeding in four days. One European rabbit unit 
was given daily for three days. In the other, 2/; 
European rabbit unit was given from once to three 
times daily for three days on two occasions without 
effect. Of the cases treated with the anterior 
pituitary luteinizing principle of pregnancy urine and 
of the six treated with antuitrin gonadotropic 
hormone, the flow was decreased within five days in 
only two each. 

Histopathological study of the endometrium ob- 
tained by curettage and by excision revealed an 
apparently more orderly and uniform arrangement 
of the interval glands in a number of instances, but 
in only one specimen were glands of the secretory 
pregestational type observed. The latter specimen 
was obtained from a patient who had received injec- 
tions of 1 European rabbit unit of proluton (pro- 
gestin) daily for five days. The biopsy was done 
eight days after the first injection. One day after the 
biopsy an apparently normal menstrual period last- 
ing four days began. Rosert M. Grter, M.D. 


Williams, A. H.: Fibroids and Abnormal Uterine 
Bleeding Treated by Roentgen Ray and Ra- 
dium. An Analysis of 160 Consecutive Private 
Practice Cases. Radiology, 1936, 26: 313. 

The author discusses first the selection of cases of 
fibroids and menorrhagia for treatment by irradia- 
tion. This treatment is contra-indicated in cases in 
which malignancy is suggested, cases of fibroids in 
which there are urgent pressure symptoms, and 
those of young women with moderate menorrhagia 
or small fibroids who have reasonable hopes of 
future pregnancy. On the other hand, large size of 
a fibroid in itself does not preclude the possibility 
of satisfactory results. Severe anemia is a disad- 
vantage, but not a contra-indication. 

The cases reviewed are grouped as follows: 

1. Sixty-two cases of abnormal uterine bleeding 
without a demonstrable fibroid in women under the 
age of the menopause. 

2. Fifty-two cases of abnormal uterine bleeding 
with a fibroid less than 3 in. in diameter. 

3. Thirty-five cases of abnormal uterine bleeding 
with a fibroid over 3 in. in diameter. 

4. Nine cases of uterine fibroids without bleeding 
in women who had passed the age of the menopause. 

The age and race of the patients and the duration 
and severity of the symptoms are tabulated. Various 
associated pathological conditions are mentioned. 

The type, average number, duration, and need 
for repetition of the treatments and the results are 
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reported, and the technique of the irradiation is 
described briefly. With few exceptions the cases 
were treated outside of the hospital. One hundred 
and forty-one of the patients were cured and 12 
were greatly benefited. Of the remaining 7, 4 went 
to operation before completion of the irradiation, 
2 were not benefited by the irradiation, and 1 died 
of carcinoma a year later. 

In conclusion, the author calls attention to the 
decreasing arbitrary limitation of contra-indications 
to irradiation in cases of abnormal uterine bleeding 
and fibroids. They state that while hospitalization 
is usually not required for this treatment, it may be 
necessary in complicated cases. 

Hartune, M.D. 


Murphy, W. T.: Uterine Corpus Cancer. Radiology, 
1936, 26: 178. 

The author reviews 197 cases of cancer of the 
uterine corpus which were admitted to the State 
Institute for the Study of Malignant Diseases at 
Buffalo, New York. The cancers are divided into 6 
pathological types based on cellular differentiation. 
Mentioned in order of ascending malignancy, the 
types described are: Adenoma malignum I, 9 cases; 
Adenoma malignum II, 76 cases; Adenocarcinoma 
A, 75 cases; Adenocarcinoma B, 20 cases; diffuse 
anaplastic carcinoma, 15 cases; and adeno-acan- 
thoma, 2 cases. Photomicrographs of each type are 
presented. The classification is similar to that of 
Healy and Cutler. The various types are analyzed 
by the author from the point of view of age, mar- 
riage, pregnancy, the menopause, symptoms, signs, 
treatment, and results. 

The average age of the patients was fifty-eight 
and eight-tenths years. The most constant com- 
plaints were bleeding (94.4 per cent of the cases), a 
discharge (42.1 per cent), and pain (28.4 per cent). 
Backache and urinary complaints were frequent in 
all types of cases. The difference in the figures for 
the various types are not striking. The author 
points out that the incidence of bleeding decreases, 
and that of other discharge increases, the more high- 
ly differentiated the cancer. Pain could not be cor- 
related with the extent or the curability of the 
disease. The duration of the symptoms was long, 
ranging in the different types of cases from one and 
one-tenth year to two and three-tenths years. The 
extremes were two weeks and eighteen years. The 
duration of the symptoms could not be correlated 
with curability. Analysis of data on marriage, 
pregnancy, and the menopause revealed more evi- 
dence of functional deficiency in the cases of ana- 
plastic cancer. 

Of the patients who were not operated upon 82.09 
per cent had enlargement of the uterus at the time 
of their admission to the Institute. There was no 
correlation of this enlargement with the patho- 
logical type of lesion. Extra-uterine masses inter- 
preted as metastases were found in 29.9 per cent. 
Their incidence decreased with increasing differentia- 
tion. 
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All of the patients were treated by irradiation with 
the X-rays or radium or both. Sixty-two had had a 
hysterectomy elsewhere—17 a panhysterectomy and 
45 a supravaginal hysterectomy. For the roentgen 
irradiation, a 200-kv. machine was used. The radium 
irradiation was given with a pack as well as by 
intracavitary and interstitial application. Details 
of the amounts and screening are reported, but no 
attempt is made to correlate the results with the 
type of lesion or the dose of irradiation. 

In the 108 cases traced at the end of five years, 
the incidence of apparent cure was 25 per cent and 
the incidence of survival with or without disease 
35.1 per cent. In the cases in which operation 
was not performed the incidence of five-year cure 
was 27.2 per cent, and in those treated surgically it 
was 19.3 per cent. The cases of five-year cure are 
analyzed in detail. Although the attempt is made 
throughout to compare the results in the cases 
operated upon with those in the cases not operated 
upon, the material does not permit a fair comparison 
of the results of irradiation with those of operation. 
However, it shows that the results are better the 
more highly differentiated the lesion. 

Murphy concludes that functional abnormality 
of the reproductive apparatus existed in many of 
the reviewed cases; that curettage should always 
be performed to determine the histological type of 
the lesion; and that the treatment should always 
include irradiation. If hysterectomy is performed, 
it should be total and confined to the adenoma 
malignum types. He believes that curability is 
dependent less upon the sensitivity of the individual 
type of lesion to irradiation than upon the reaction- 
ary power of the host, the integrity of the myome- 
trium, and the accessibility of the neoplasm to 
curettage and radium application. 

Dantet G. Morton. M.D. 


Brocq, P., Palmer, R., and Parat, M.: A Cylindrical- 
Cell Epithelioma of the Uterine Cervix with 
Isolated Giant Cells and Bilateral, Voluminous 
and Early External Iliac Adenopathy. Radical 
Hysterectomy with Curettage of Cellulo- 
glandular Tissue in the Main Path of Spread 
and Resection of the Two External Iliac Veins 
(Epithéliome du col utérin, cylindrique, 4 méga- 
cellules indépendantes. Adénopathie iliaque ex- 
terne, bilatéral, volumineuse et précoce. Hystérec- 
tomie élargie avec curage celluloganglionnaire de la 
voie principale et résection des deux veines iliaques 
extérieures). Mém. l’Acad. de chir., Par., 1936, 62: 
345. 

The cancer in the case reported by the authors 
was exophytic, small, and situated on the right side 
of the cervix. The parametrium was uninvolved, and 
the uterus was movable. On biopsy, the lesion was 
found to be a primitive adenocarcinoma or giant- 
cell epithelioma made up chiefly of cylindrical or 
columnar epithelium showing quite atypical areas 
that contained isolated cells in a transparent stroma, 
many of which encompassed nuclear monstrosities. 
As the authors concluded from their previous expe- 


rience that the growth would be apt to metastasize 
early, and as cylindrical-cell cancers are relatively 
resistant to irradiation, they decided to operate. 

At laparotomy, the uterus was freely movable, 
but the iliac glands of both sides were found en- 
larged and densely adherent to the iliac veins. The 
entire uterus, the cervix, the vaginal vault, the 
parametrium, the iliac glands, and short segments 
of both iliac veins were removed en bloc. The study 
of the specimen showed that the growth was con- 
fined to the cervix. The findings of microscopic 
examination were those presented by the biopsy 
specimen. The lymph glands contained an undifler- 
entiated type of adenocarcinoma. 

The patient made a good recovery. Several 
months later she was still free from recurrence and 
complained only of transient edema of the lower 
extremities. 

The authors believe that all muciparous, carmino- 
philic, or cylindrical-cell epitheliomas (from mixed 
or transition forms to well-developed adenocarci- 
nomas) are prone to be exophytic, tend to metasta- 
size the iliac glands early (very often skipping the 
parametrium), and are relatively radioresistant. 
The form exhibiting isolated cells and giant cells, 
of which their case is an example, possesses these 
characteristics to an especially marked degree. For 
such lesions radical operation should be considered. 

Danie G. Morton, M.D. 


Meigs, J. V.: Carcinoma of the Retained Cervix or 
Subtotal Versus Total Hysterectomy. Am. J. 
Obst. & Gynec., 1936, 31: 358. 


In summarizing this article the author says that 
the most important considerations are the large per- 
centage of nulliparas developing cancer of the re- 
tained cervix, the high incidence of fibroids in the 
series of cases reviewed, and the very low incidence 
of cancer of the retained cervix as compared with 
the incidence of such cancer suggested by the litera- 
ture of today. 

Conservative surgery should be the rule, and the 
life of the patient the most important consideration. 
There is no doubt, that total hysterectomy is a more 
formidable and more serious operation than simple 
subtotal removal of the uterus. ‘The morbidity, 
the chance of injuring the ureters and bladder, the 
possibility of vaginal prolapse, and the foreshorten- 
ing of the vagina in the young married woman all 
are against the routine performance of this oper- 
ation. 

The proper procedure in cases in which hysterec- 
tomy is required is careful inspection of the cervix 
with the patient in the lithotomy position, followed 
by curettage of at least the endocervix in the young 
and of the whole uterus in the old. If the cervix looks 
suspicious, it should be repaired or amputated, or a 
biopsy should be done, and no further operation 
should be performed until a frozen section has been 
made. If a pathologist is not available for the 
examination of a frozen section, it is better to wait 
three or four days for a laboratory report regarding 
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the presence or absence of cancer. The curettings 
should, of course, be subjected to examination. If 
cancer is present, total abdominal or hysterectomy 
or radium irradiation, should be done. If cancer is not 
present subtotal removal of the uterus may be per- 
formed with assurance that it is the best procedure. 
A diseased cervix should never be left untreated. 
It should be repaired or removed by amputation or 
total hysterectomy. Cauterization may be relied 
upon if it can be done thoroughly and deeply enough. 
The author does not advise the routine perform- 
ance of total hysterectomy, but advocates this 
operation for cases in which repair or amputation is 
difficult and cauterization is out of the question. He 
says that the performance or non-performance of a 
total hysterectomy must depend upon the judgment 
of the surgeon and his study of the individual case. 
No dogmatic rules can be laid down. Too much 
criticism of subtotal hysterectomy and too much 
enthusiasm for the total operation will of necessity 
cause an increasing mortality and morbidity. 
Epwarp L. Cornett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Douay, E.: Results Obtained from Autogenous 
Ovarian Grafts (Résultats obtenus par l’auto- 
greffe ovarienne). Mém. l’Acad. de chir., Par., 
1936, 62: 430. 

Douay presents a study of 128 cases in which 
grafting of autogenous ovarian tissue was done 
after hysterectomy with odphorectomy performed 
at the Broca Hospital in the period from 1929 to 


1934. 

In all of the cases the graft was taken either 
during operation from the removed ovary which 
was placed in a sterile towel or after operation from 
the ovary which was placed in a sterile dish. In 
the 60 per cent of the cases in which the graft 
appeared healthy, the hysterectomy was done for 
fibroma, cancer, salpingitis, or hematocele. When 
the ovary was small, it was divided through its 
greatest diameter to make 2 grafts (68 cases). When 
it was large, only a part of it was used, each graft 
representing one-fourth of the gland (9 cases). In 
40 per cent of the cases the grafted ovary was 
pathological. In 25, it was infected; in 13, sclero- 
cystic; and in 5, sclerotic. In 3 cases there were 
bilateral ovarian cysts. In 5 cases, tuberculous 
salpingitis was present, but the ovary was free from 
manifest tuberculosis. The pathological grafts were 
well tolerated. Inall cases bilateral grafting was done. 
In none was a graft expelled. The resistance and 
vitality of ovarian tissue are remarkable. The 
activity of the pathological grafts was no less than 
that of the normal grafts. 

The grafting is simple and can be done quickly. 
A 2-cm. incision having been made in the inguinal 
region, Kocher forceps are introduced through the 
wound, advanced obliquely downward and inward 
toward the labium majius to a depth of from 4 to 
6 cm., and then opened to create a bed in the tissue 


INTERNATIONAL ABSTRACT OF SURGERY 


to receive the graft. The graft is then introduced 
to the bottom of the tract with the forceps, its 
oozing surface posterior. The operation is concluded 
by the introduction of a suture in the skin. It con- 
sumes only a minute. 

With the graft in this region, it is quite easy to 
control its growth and condition and, if necessary, 
to cut it out. The implantation of a graft from the 
same ovary on each side increases the chance o/{ 
success. Often the grafts function alternately, one 
every other month. By the described route of im- 
plantation the graft is protected from infection 
through communication with the operative field. 

After the operation the labia swell. A hematoma 
may form, but is soon resorbed. In cases of hot 
painful swelling, moist compresses will give relief. 
During the first months following the operation the 
graft may decrease in size. Castration symptoms 
develop in 65 per cent of the cases. The first signs 
of activity of the graft, i.e., swelling of the graft 
and sensitivity of the region of implantation, usually 
appear from three to four months after the operation. 
However, in about 8 per cent of the reviewed cases 
they appeared the first month and in 2 cases not 
until the twelfth month. Treatment with extract 
of the anterior lobe of the pituitary gland or ovarian 
extract will hasten the stage of activity. When 2 
grafts have been implanted activity is usually 
bilateral and regularly alternative. Occasionally 
it is greater on one side than the other. In some 
cases it may be unilateral and occur every month or 
every two months. It may be accompanied by 
transitory swelling. The enlargement persists for 
from four to seven days and is followed by a period 
of resorption lasting for a week, the whole process 
taking from fifteen to twenty days. 

As soon as the graft begins to enlarge the castra- 
tion symptoms begin to subside. In 99 per cent of 
the reviewed cases more or less complete hormone 
equilibrium, and sometimes even hyperfunction, en- 
sued. The improvement in the general condition 
resulting from such grafting is marked and greater 
than that obtained by the usual endocrine therapy. 
The graft must be placed so that it will be protected 
against pressure from the clothing and will not cause 
inconvenience in the sitting position orin intercourse. 
The patient must be informed of the monthly 
swelling or operation for a suspected pathological 
condition may be done. 

If the swelling is annoying and excessive, puncture 
and evacuation of the follicular cyst will prove 
beneficial. From 5 to 15 c. cm. of fluid may be 
withdrawn. In 13 per cent of cases there are periods 
of hypofunction with corresponding symptoms, and 
in 12 per cent, periods of hyperfunction. Removal 
of the graft for excessive swelling produces castra- 
tion symptoms. In 14 (11 per cent) of the reviewed 
cases the grafts atrophied without becoming active. 
In 14, activity persisted for from three to six years: 
in 20, for from two to three years; in 15, for from 
six months to two years; and in g for less than six 
months. 
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The incidence of failure increased with the pa- 
tient’s age. Nevertheless the results were suffi- 
ciently encouraging to justify such grafting at the 
time of the menopause. Grafts implanted after 
hysterectomy for fibroma give less favorable results 
than those implanted following hysterectomy for 
carcinoma. The transplantation of an infected 
ovary is associated with little risk of infection. In 
70 per cent of cases castration symptoms develop 
when the grafts cease functioning. Hormone therapy 
will relieve them and may even re-activate the 
graft. Conservation of the uterus seems to favor 
vitality of the grafts. 

The indications for transplantation of the ovary 
and the methods used in ectopic pregnancy, bilateral 
salpingitis, sclerocystic ovaries, and fibroma and 
cancer of the uterus are discussed. 

EpitH SCHANCHE Moore. 


MISCELLANEOUS 


Wittenbourg, W., and Zlatmann, A.: Postclimac- 
teric Hemorrhages and Their Relation to Ma- 
lignant Neoplasms (Les hémorrhagies post- 
climatériques et leur relation avec les néoplasmes 
malins). Rev. frang. de gynéc. et d’obst., 1935, 30: 
1026. 


In their discussion of vaginal bleeding after the 
menopause the authors consider only such hemor- 
rhage occurring at least one year after the complete 
cessation of menstruation in a woman not less than 
forty-six years of age. They review some of the 
previous literature on the subject, comparing the 


relationship between malignant and benign neo- 
plasms as the causative factor. The reported inci- 
dence of such bleeding due to cancer ranges from 
26 to g2 per cent. 
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The authors review 100 cases of postmenopausal 
bleeding which were treated in the period from 1923 
to 1925. In slightly over half of these the bleeding 
occurred between the ages of fifty and sixty years. 
In 41 per cent it was due to cancer of the uterus or 
ovary. The great majority of the uterine cancers 
were in the cervix. Four per cent of the lesions were 
definitely precancerous. In 7 per cent of the cases 
the bleeding was due to benign tumors such as 
myomas of the uterus or cysts of the ovary; in 4o 
per cent, to hyperplastic and inflammatory lesions 
in the cervix and body of the uterus, such as endo- 
meteritis, cervical polyps with erosion, or pyometra; 
and in 4 per cent, to decubitus ulcers following pro- 
lapse. In 3 per cent the cause could not be deter- 
mined. 

The authors discuss the benign lesions producing 
such bleeding in detail. Because of the frequency 
of such lesions they disapprove of treatment by 
hysterectomy without curettage. They regard a 
useless abdominal operation as much more dan- 
gerous than several useless uterine curettages. Be- 
cause of the frequency of cancer as a cause of such 
bleeding, they advocate careful dilatation and 
curettage with examination of the tissue by a compe- 
tent pathologist. By this procedure they have been 
able to make an accurate diagnosis of the cause of 
the bleeding in 96.4 per cent of the cases in which 
such an examination was carried out. They are of 
the opinion that when curettage is done carefully 
it is not associated with much danger. In the great 
majority of their cases it has been done without 
anesthesia. 

The causes of the bleeding in 2,384 cases of post- 
menopausal hemorrhage collected from the litera- 
ture are summarized in a table. 

NATHAN A. Womack, M.D 
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PREGNANCY AND ITS COMPLICATIONS 


Siirala, M.: Cases of Premature Separation of the 
Placenta in the Obstetrical Clinic of the Uni- 
versity of Helsingfors in the Period from 1919 
to 1933 (Ueber die Faelle von vorzeitiger Abloesung 
der Placenta in der obstetrischen Klinik der Uni- 
versitaet Helsinki waehrend der Jahre 1909-1933). 
Acta Soc. med. Fennicae Duodecim, 1935, Ser. B., 
Vol. 23. 

Of 59,000 labors occurring in the Obstetrical 
Clinic of the University of Helsingfors in the period 
from 1909 to 1933, premature detachment of the 
placenta occurred in 131 (0.2 per cent). In his 
discussion of the latter the author divides them into 
serious and mild cases according to the symptoms 
and subdivides each of these groups into the cases 
of primiparas and the cases of multiparas. 

Sixty-seven of the cases were serious and 64 were 
mild. In the cases of primiparas, serious symptoms 
usually developed only when at least one-third of 
the placenta was detached, whereas in the cases of 
multiparas such symptoms were frequent when 
only one-fourth or one-fifth of the placenta was 
detached. 

The presence of a renal gestosis was demon- 
strated in 58 per cent of the severe cases and 33 
per cent of the mild cases. If albuminuria is ex- 
cluded, these percentages are reduced respectively 
to 40 and 11. The large number of old multiparas 
suggests that, in addition to changes in the endo- 
metrium, the wearing out of the organism, and 
especially of the heart and vessels, is an important 
factor in the occurrence of detachment of the 
placenta. 

Six of the mothers (8.9 per cent of those with 
serious detachment and 4.7 per cent of the total 
number) died. They were at the Clinic only from 
fifteen minutes to a few hours before delivery, and 
5 of them died within from one to three hours after 
delivery. One survived for three days. Three of 
them were practically moribund when they entered 
the Clinic. In only 1 of the fatal cases was death 
due entirely to the premature detachment of the 
placenta and the resulting hemorrhage. In all of 
the others there was a complicating renal lesion. In 
several, the renal lesion was chronic. 

Of the infants in the serious cases, 56 (81 per cent) 
died. Seventy per cent of the latter were born 
prematurely. Forty-six (7o per cent) were dead 
before the mother entered the Clinic. Of the 21 


which were alive when the mother entered the 
Clinic, 13 (62 per cent) survived. Of the infants 
which died at the Clinic, only 4 were viable. 

Of the infants in the mild cases, 10 (15 per cent) 
died. Seven were dead before the mother entered 
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the Clinic and 3 died at the Clinic. Of the latter, 
only 1 was viable. 

The majority of the infants, especially in the 
serious cases, were males. 

In serious cases of detachment of the placenta 
rapid evacuation of the uterus is indicated. The 
subsequent treatment depends upon the width of 
the cervical canal, the viability of the child, and 
other factors. At the beginning of labor, particu- 
larly in the cases of primiparas, abdominal cesarean 
section seems advisable. 


Rauramo, M.: Points of View Regarding the Treat- 
ment of Placenta Previa. An Analytical Review 
of 113 Cases (Einige Gesichtspunkte bei der 
Behandlung der Placenta praevia. Analysierende 
Betrachtung von 113 Placenta praevia Faellen). 
a Soc. med. Fennicae Duodecim, 1935, Ser. B., 

ol. 23. 


The author calls attention to the fact that the 
possibility of using different methods of treating 
placenta previa is dependent to a considerable 
degree upon the character of the cases, and that in 
different institutions the various methods are em- 
ployed in the various types of cases on the basis of 
quite different indications. It is therefore difficult 
to compare the results reported by different ob- 
stetricians. 

He classifies his own material, 113 cases, into the 
following 5 groups: 

— 1. Spontaneous delivery, 40 cases (36 per 
cent). 

Group 2. Version by the Braxton-Hicks method, 
17 cases (15 per cent). 

Group 3. Version by other methods, 17 cases 
(15 per cent). 

Group 4. Dilatation by the Wichmann method 
plus version, 23 cases (20 per cent). 

Group 5. Abdominal cesarean section, 16 cases 
(14 per cent). 

He discusses the cases of the fourth group in 
special detail, particularly with regard to the indi- 
cations for the dilatation. He is of the opinion that 
among cases of placenta previa with very severe 
hemorrhage there are some in which dilatation is 
both justified and advisable. Of the latter type 
are the cases of multiparas in whom the cervix is 
obliterated but the uterine os is only slightly opened. 

Cesarean section was done in cases in which the 
cervical canal was at least partly maintained (rela- 
tively often in primiparas). As a rule it was limited 
to cases without very severe hemorrhage or collapse 
and in which the child was alive and viable. The 
infant mortality was therefore relatively low. 

In cases in which the patient has been rendered 
quite anemic by the hemorrhage, in many of which 
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the child is dead, internal version (sometimes pre- 
ceded by dilatation) and even Braxton-Hicks ver- 
sion is frequently indicated. Extraplacental version 
is preferable. 

In 72 of the author’s cases the placenta previa 
was partial and in 41 it was total. Spontaneous 
delivery occurred in 39 of the partial cases. Twenty- 
four of the 113 women were primiparas and 89 were 
multiparas. The total maternal mortality was 4.4 
per cent, and the corrected maternal mortality, 1.8 
per cent. The total infant mortality was 53 per 
cent. The mortality of the infants which were alive 
at the time the mother entered the hospital and 
which weighed more than 2,500 gm. was 19 per 
cent. Renal gestosis (albuminuria, nephropathy, 
eclampsism, and eclampsia) occurred in 30 per 
cent of the cases. The ratio of male infants to 
female infants was 170:100. The course of the 
puerperium was extraordinarily good. Only 1 of 
the women remained in the hospital for any consid- 
erable length of time (twenty-three days). 


Baird, D.: The Upper Urinary Tract in Pregnancy 
and the Puerperium, with Special Reference 
to Pyelitis of Pregnancy. J. Obst. & Gynec. 
Brit. Emp., 1936, 43: I. 

Pyelitis is one of the most common complications 
of pregnancy. In a period of two years it was found 
in 15.6 per cent of all patients admitted to the ante- 
natal wards of the Glasgow Royal Maternity and 
Women’s Hospital. It is as common as alburinuric 
toxemia, contracted pelvis, and abortion. The most 
important predisposing factor is stasis of urine in the 
upper urinary tract. Stasis always precedes the on- 
set of infection. The health of the patient is not an 
important factor in its development as it occurs most 
typically and in its most severe form in healthy 
young primigravidas. It does not appear to be asso- 
ciated with any particular physical type. In over 90 
per cent of the cases the infecting organism belongs 
to the coliform group. Urinary infection in the ab- 
sence of pregnancy is also most often due to coliform 
organisms. 

There are 3 principal routes by which infection 
may reach the kidney—the blood-stream, the lumen 
of the ureter, and the lymphatics. The majority 
of clinical workers in England believe that the 
organism is absorbed from the bowel and carried to 
the kidneys by the blood stream. Organisms were 
found in the blood in 2 cases of pyelitis of pregnancy. 
The author believes that if blood were taken for cul- 
ture early enough in the disease, a positive result 
would be obtained, and that following intestinal 
disturbance organisms are absorbed into the blood 
stream and thereby carried to the kidney. 

In the absence of pregnancy, acute pyelonephritis 
is usually bilateral. Three types of lesion are found 
in subacute and chronic pyelonephritis: 

Type 1. The parenchyma is more involved than 
the renal pelvis. If the organism is of low virulence 
and the local resistance is good, fibrosis not unlike 
that occurring in non-suppurative nephritis results. 
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If the fibrosis is diffuse it will lead to atrophy of the 
kidney, and if it is patchy, to irregularities of the 
cortex due to scars and retracted areas. Secondary 
calculus formation is common. There is only mod- 
erate dilatation of the calyces, as usually there is no 
obstruction to the outflow of urine. 

Type 2. The renal pelvis is more involved than 
the parenchyma. In some cases there is obstruction 
at the ureteropelvic junction, and in others obstruc- 
tion lower down. Changes in the wall of the pelvis 
of the kidney occur. There may be small nodules 
due to lymphoid infiltration, metaplasia of the 
epithelium and leukoplakia. 

Type 3. The changes are of equal intensity in the 
renal pelvis and parenchyma. Destruction of the 
parenchyma with the formation of multiple abscess 
cavities occurs. There is an increase in the peripelvic 
fat invading the hilum and compressing the renal 
pelvis. The capsule of the kidney may be thickened 
and the perirenal fat adherent. The renal pelvis and 
calyces are dilated at the expense of the parenchyma. 
The dilatation is due either to obstruction to out- 
flow or to atony of the wall of the ureter and renal 
pelvis resulting from inflammation. 

The methods used to study the effect of infection 
on the urinary tract are chromocystoscopy, cathe- 
terization of the ureters, determination of the urea 
concentration of the urine of each kidney, McLean’s 
urea estimation, and intravenous pyelography. 

It is customary to divide cases of pyelitis of preg- 
nancy into 2 groups, the acute and the chronic, ac- 
cording to the severity of the urinary symptorns. 
The condition is frequently wrongly diagnosed. Of 
156 cases of pyelitis of pregnancy reviewed by the 
author, 98 (60.8 per cent), were diagnosed incor- 
rectly. In some, the error was due to the absence of 
symptoms referable to the urinary tract, and in 
others, to the fact that the symptoms were so slight 
that they were not recognized. The most frequent 
erroneous diagnosis is albuminuria, and the next 
most common, hyperemesis. When acute pain and 
tenderness are present, the diagnosis may be in 
doubt as the condition may simulate pleurisy, pneu- 
monia, or appendicitis. 

In 78 of the 156 reviewed cases there was no fever. 
In 53 (34 per cent), fever was present for less than 
one week. Of the multiparas, 9.1 per cent, and of the 
primigravidas, 27.6 per cent, had fever for from 
seven to fourteen days. Six primigravidas but no 
multiparas had fever for more than three weeks. 
These findings show that the disease is more serious 
in primigravidas than multiparas. 

The urine practically never becomes sterile before 
the end of pregnancy, and exacerbations during the 
course of pregnancy are common. 

In the 127 unselected cases of pyelitis treated 
medically in which the result is known, there were 4 
maternal deaths. One of the deaths, however, was 
due to cardiac disease. The mortality was therefore 
2.3 per cent. In 192 especially selected cases there 
were 7 deaths, a mortality of 3.6 per cent. The still- 
birth and neonatal death rate was 15.7 per cent in 
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the selected cases and 19.7 per cent in the selected 
cases. Of 132 primigravidas, 4 (3 per cent), and of 
187 multiparas, 6 (3.2 per cent) died. The stillbirth 
or neonatal death rate was 25.7 per cent in the cases 
of primigravidas and 14.4 per cent in those of mul- 
tiparas. 

In all cases of pyelitis the patient is put to bed and 
kept warm, but no attempt is made to induce dia- 
phoresis. She is confined to bed until the tempera- 
ture has been settled for a week. In the acute stages, 
abundant fluids are given, at least 100 oz. in twenty- 
four hours in fairly small quantities at frequent inter- 
vals. A mixture of potassium citrate and sodium 
bicarbonate, 40 gr. of each, is given every four hours 
night and day. When diuresis has been established, 
a nourishing light diet is given. Liquid paraffin is 
given to obtain easy movement of the bowels. 
Drastic purgatives are contra-indicated. When the 
pain is severe morphine is given in the acute stages 
and antiphlogistine is applied to the region of the 
affected kidney. If the patient becomes sick, the 
amount of alkali is reduced or stopped. Reduction of 
the alkalies often stops the vomiting as alkalies are 
very nauseating to some patients. When the tem- 
perature has been settled for about ten days, hex- 
amine and acid sodium phosphate, 10 and 15 gr. 
respectively, are given 4 times a day. 

There seems little doubt that the most important 
single essential in the treatment of pyelitis is an 
abundant fluid intake. If the fluid intake in a period 
of twenty-four hours is over 100 oz. the acute phase 
of the attack usually does not last very long. 

Hexamine liberates formaldehyde which, in a dilu- 
tion of 1:20,000, allows very few organisms to grow. 
However, the liberation of formaldehyde is consider- 
able only when the hydrogen-ion concentration of 
the urine falls to 4. 

A full light diet should be given as soon as possible. 
Patients are too often allowed to become anemic 
and thin from starvation. 

Posture undoubtedly plays a part in many cases. 
Most patients suffering from pyelitis prefer to lie 
with the thighs well flexed as this position relaxes the 
psoas muscles and diminishes the compression of the 
ureters, thus relieving the pain to some extent. 

Ureteral catheterization is usually held to be con- 
tra-indicated in the acute stage of an infection, but 
as obstruction to the outflow of urine by the preg- 
nant uterus is of such importance in the production 
and persistence of urinary infection, the author gave 
the method an extensive trial. The value of drainage 
by ureteral catheter is due to the relief of obstruction 
to the outflow of urine which it brings about. 

The article includes a number of temperature 
charts, pyelograms, photographs, and photomicro- 
graphs. J. TaorNWELL WitHerspoon, M.D. 


Mehta, C. M.: Eclampsia in Bombay. J. Obst. & 
Gynec. Brit. Emp., 1936, 43: 267. 


In the period from July, 1929, to June, 1934, the 
incidence of eclampsia in 42,407 women in Bombay 
was 0.45 per cent. One hundred and sixteen of the 


women with eclampsia were Hindus, 40 were 
Mohammedans, and 26 were Christians. One hun- 
dred and one were between the ages of fifteen and 
twenty years. The incidence of eclampsia was 
lowest before the sixth month of pregnancy and 
highest at term. It was highest also in primi- 
gravidas and decreased with increasing parity 
Forty-one (21.3 per cent) of the eclamptic women 
died. A striking feature was the fact that between 
the ages of fifteen and twenty years, when the inci- 
dence of eclampsia was highest, the mortality was 
lowest, viz., 15.8 per cent. 

The methods of treatment included the Rotunda 
method, the Stroganoff method, mixed methods, 
and the use of magnesium sulphate. 

Of 95 women treated by the Rotunda method, 66 
were delivered spontaneously and 19 with instru- 
ments. A case in which cesarean section was done 
is reported in detail. The procedure in the cases of 
10 women is not recorded. Labor was induced in 
2 cases. Twenty-four of the mothers died. The 
fate of 3 was not recorded. The fetal mortality was 
33.4 per cent. Calcium gluconate was given by 
injection in 8 cases. Two of these were fatal. 

The Stroganoff method was used in 10 cases. In 
this group the maternal mortality was 30 per cent 
and the fetal mortality 66.6 per cent. Forceps were 
used in 1 case. 

Mixed methods were employed in 38 cases. Three 
(7.9 per cent) of the mothers died. The fetal mor- 
tality was 42.1 per cent. In 9 cases in which forceps 
were employed there were 2 deaths. Labor was 
induced in 6 cases. One case of placenta previa 
was treated successfully. Mixed treatment gave the 
best results. 

Magnesium sulphate was injected in g cases, with 
1 maternal death. The maternal mortality was 
therefore 11.1 per cent. The fetal mortality was 
also 11.1 per cent. Forceps were used in 4 cases, 
and labor was induced in 2. In the 1 case in which 
venesection was done death resulted. 

Of the 192 infants, there were no records for 18. 
Of the remaining 174, 103 (59.2 per cent) were born 
alive and 71 (40.8 per cent) were stillborn. Of the 
infants born alive, 30 per cent died within the first 
ten days after birth. 

J. THORNWELL WITHERSPOON, M.D. 


Albrecht, H.: Pregnancy with Essential Hyper- 
tension (Schwangerschaft bei essentieller Hyper- 
tonie). Monatsschr. f. Geburtsh. u. Gynaek., 1935. 
100: 301. 

The author first discusses previous reports on 
essential hypertension in pregnancy. He refers es- 
pecially to the five cases reported by De Snoos, al! 
of which ran a favorable course. He then discusses 
the nature of essential hypertension. Kylin is of the 
opinion that the condition is the manifestation of a 
change of tonus in the sympathetic nervous system. 
while Volhard attributes it to a disturbance of the 
regulatory mechanism of the blood pressure. Like 
all other sympathetic neuroses, it is intimately 
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related to disturbances of the endocrine system and 
is familial. In glomerulonephritis, as well as in 
nephropathy of pregnancy, there is first an increase 
in the tonus of the arterioles. In both conditions 
there is injury of the capillaries which favors eleva- 
tion of the blood pressure and occurs before the renal 
damage. Therefore the hypertension of pregnancy is 
to be attributed, not to kidney damage, which often 
is not present or does not develop until later, but to 
the increased vasoconstricting irritation of the 
arterioles and capillaries caused by substances 
formed in pregnancy. The vasoconstricting sub- 
stances are believed by some to be proteogenic 
amines, and by others, peptones. Toxins also exert a 
direct influence on the walls of the capillaries. 

Whatever the basic cause, the hypertension of 
pregnancy is due to vasoconstriction. Cholesterin, 
sugar, and urea have an irritating effect upon the 
small blood vessels, and, in addition, the amines and 
peptones exert a sensitizing effect on the arterioles. 

The author reports five cases. The first was that 
of a primigravida forty-one years old who was ad- 
mitted to the hospital in eclamptic coma. Delivery 
was effected by cesarean section. 

The second case was that of a woman who belonged 
to a family with numerous cases of hypertension. 
The content of albumin in the urine was 12 per cent. 
The patient suddenly collapsed. Premature detach- 
ment of the placenta was found, and cesarean section 
was performed. 

The third case was that of a primigravida thirty- 
three years old who gavea family history of essential 
hypertension. The patient had visual disturbances, 
and the content of albumin in the urine was 5 per 
cent. The blood pressure was 190. Cesarean section 
was performed. 

The fourth patient had been under treatment for 
essential hypertension. Albuminuric retinitis was 
present, and the content of albumin in the urine was 
16 per cent. Cesarean section was done. 

In the fifth case the content of albumin in the 
urine was 10 per cent. A macerated fetus was de- 
livered spontaneously. 

Albrecht emphasizes the importance of early treat- 
ment, institutional care, and the administration of 
calcium, atropine with luminal, and theobromine. 

He concludes that essential hypertension due to a 
disturbance of vasomotor regulation renders the 
prognosis of associated pregnancy unfavorable. The 
physiological increase of tone in the sympathetic and 
parasympathetic nervous systems and the combina- 
tion of a change in the metabolism with an increase 
in the products of protein decomposition lead to in- 
creased irritation of the blood vessels and increased 
danger of damage to the capillaries. The develop- 
ment of the edemonephrotic and eclamptic syn- 
dromes is therefore favored. As the symptoms are 
more severe in every subsequent pregnancy, women 
with familial hypertension should be kept under 
careful observation and given the indicated prophy- 
lactic treatment from the beginning of pregnancy. 

(Kracr). C. Beck, M.D. 
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Kangas, T.: Low Transverse Presentation (Ueber 
tiefen Querstand). Acta Soc. med. Fennicae Duo- 
decim, 1935, Ser. B., 23. 


The author reviews his cases of low transverse 
presentation at the Municipal Lying-In Hospital 
at Wiipuri. As at that hospital, a presentation is 
described as a low transverse presentation only 
when the head passes through the vulva with the 
sagittal suture in the transverse diameter, his 
material includes only thirteen cases. In the period 
from 1930 to 1934 the incidence of this presentation 
was only o.2 per cent. 

The causes of low transverse presentation are 
fairly numerous. This presentation seems to be 
most common in old primiparas. The shape of 
the maternal pelvis and the shape and attitude of 
the fetal head seem to play an important rdéle in 
its occurrence. The head of the infant presenting 
in this position is often wedge-shaped and flattened 
in the anteroposterior diameter. The author espe- 
cially emphasizes the fact that in three-fourths of 
his cases the head reached the pelvic floor slightly 
deflexed, in the so-called middle attitude. He be- 
lieves that this anomaly of attitude is partly re- 
sponsible for the failure of normal rotation to occur 
when the pelvic floor is reached. 

In three of the reviewed cases of primiparas and 
three of those of multiparas delivery occurred 
spontanevusly. In the remaining seven, Wichmann 
forceps were applied biparietally without difficulty 
in the anteroposterior diameter of the pelvis and 
extraction was accomplished with no noteworthy 
injury to the mother. All of the mothers and 
children were discharged in good condition. 


Brémond, E.: Version in Dystocia (La version dans 
la dystocie a limite). Rev. frang. de gynéc. et d’obst., 
1936, 31: 96. 

In the period from 1926 to 1935, 157 cases of 
version were recorded in the Delmas Obstetrical 
Clinic. Of the 80 cases of bony dystocia, version 
was performed before the onset of labor in 30 and 
after the interruption of labor in 50. The maternal 
mortality was 1 per cent. The total fetal mortality 
was 334 per cent. In the cases in which version 
was done before the onset of labor, the fetal mor- 
tality was 25 per cent. The maternal morbidity is 
not discussed, but severe complications occurred. 

When the head is engaged or fixed the classical 
indication is not version but the use of forceps. 
Fixation of the head indicates merely the effect of 
contraction or uterine retraction pushing the head 
toward the pelvis in the same manner as it is pushed 
by the hands of the assistant. 

The author rejects the theory that integrity of 
the membranes is essential for easy harmless version. 
Delmas recognizes amniotic infection due to pre- 
mature rupture of the membranes as an indication 
for version. In 1 case version was done eight days 
after rupture of the membranes. Integrity of the 


| 


144 


membranes does not assure the success of version. 
Often at the moment of rupture a violent retraction 
renders version impossible. The escape of fluid may 
favor the progress of labor. 

The more or less marked hardness of the uterus 
which is usually found on intervention or which 
seldom fails to be provoked by intervention has 
been variously interpreted. It may be due to con- 
tracture resulting from cumulative contractions or 
to retraction of the uterine muscle after the factor 
causing it to stretch has ceased to act. In other 
cases it may be a rigidity of fatigue. Recognition 
of the cause is of importance in relation to the effects 
of general and spinal anesthesia. Spinal anesthesia 
acts perfectly on contracture which is the motor 
response of the cord to sensory stimuli from the 
uterus. Retraction, which is controlled by autono- 
mous ganglions, is exaggerated by spinal anes- 
thesia and diminished by adequate general anes- 
thesia. On the rigidity of fatigue, which constitutes 
a disorder of chemism, perhaps with histological 
changes, no type of anesthesia has an effect. 

There is no clinical test for fatigue rigidity. 
Excessive frequency of contractions during labor is 
suggestive of reflex contracture. The chance of 
successful version seems to be greater after general 
than after spinal anesthesia. Distention of the 
inferior segment with ascension of Bandl’s ring is 
less common than in shoulder presentations. Spinal 
anesthesia is indicated only in cases in which arti- 
ficial dilatation is to be done before version. In 
some cases traction on the foot will engage the head. 
Traction on the other foot will then turn the fetus 
on its axis. 

The only way to determine whether version is 
possible is to try it. The method is not dangerous 
if it is carried out gently and cautiously. Of 150 
versions, rupture occurred in only 1. 

Among the numerous factors besides bone ob- 
struction which may render delivery difficult are 
insufficiency or irregularity of the uterine contrac- 
tions, resistance of the cervico-segmental canal, and 
anomalies of fetal accommodation. Occasionally 
the fetal head slides laterally toward the iliac fossa. 
When this occurs version may improve its position. 
Marked asynclitism may be found. Version is 
indicated especially in cases of oblique oval pelvis 
in which the prognosis depends wholly upon orien- 
tation of the cephalic diameter in relation to the 
pelvic diameter. 

A correct idea of a bony obstacle requires ques- 
tioning of the patient, palpation and measurement 
of the uterine level, internal pelvimetry, and espe- 
cially the Mueller-Pinard test. Roentgenography 
will of course yield important information, but un- 
fortunately cannot be carried out during labor. 
When the pelvic dystocia is so marked as to render 
passage of the fetus impossible, surgery is necessary. 
Version is indicated in cases of slight fetopelvic dis- 
proportion with dilatation of the cervix and a soft 
tract in a multipara with a good previous obstet- 
rica] history. EpitH ScHANCHE Moore. 
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Hunt, A. B., and McGee, W. B.: Duehrssen’s In- 
cisions. Am. J. Obst. & Gynec., 1936, 31: 598. 

The use of Duehrssen incisions is a rapid surgical 
method for completing the dilatation of the cervix 
when delivery is urgent and the cervix is the only 
obstructing factor. While its indications are re- 
duced by better treatment in the first stage and the 
relatively greater safety of cesarean section, it will 
remain of aid in a limited field. Its value in delivery 
from below in cases of prolonged labor with potential 
infection is obvious. 

The authors review 592 cases in which Duehrssen 
incisions were made. The indications were: (1) 
mechanical induction, (2) overterm pregnancy with 
a large baby, (3) the delivery of an elderly primipara, 
(4) occiput-posterior and transverse positions, (5) 
prolonged labor with poor uterine action, (6) early 
rupture of the membranes, (7) borderline contrac- 
tion of the pelvis, and (8) difficulties of endocrine 
origin. 

Placenta previa is a contra-indication, as is also 
dystocia due to malposition of the fetus, a large 
fetal head, and a small pelvis. 

Duehrssen’s incisions should not be regarded as 
a substitute for cesarean section in cases of pelvic 
dystocia. Some of the patients whose cases are 
reviewed should have been subjected to cesarean 
section after the failure of a shorter test of labor. 
Duehrssen’s incisions were directly responsible for 
death of the mother in only 1 or 2 cases. A high 
morbidity must be expected because of the nature 
of the cases in which they are employed. In the 
reviewed cases there were no deaths from puerperal 
sepsis. 

Three incisions, made to the fornix if necessary, 
are recommended to prevent serious extension. 
Effacement, i.e., dilatation of the internal os and 
retraction of the lower uterine segment, is impera- 
tive before the incisions are made. Both the fetal 
and the maternal risk are greatly reduced if low 
forceps rather than midforceps or high forceps can 
be employed. 

Of the reviewed cases, the end-results of cervical 
healing were excellent in slightly over 50 per cent 
but somewhat disappointing in the remainder. 
Except in about 4 per cent of the cases in which 
such incisions are made, the labors terminating 
subsequent pregnancies are quite uneventful as 
regards cervical dystocia. In fact, they seem to be 
easier if cervical obstruction was the cause of the 
dystocia in the first labor. Duehrssen’s incisions 
leave no increased tendency toward abortion, mis- 
carriage, ectopic pregnancy, or reduced fertility. 

Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 
Schwarz, O. H., and Brown, T. K.: Puerperal Infec- 
tion Due to Anaerobic Streptococci. Am. J. 
Obst. & Gynec., 1936, 31: 379. 
The predominant part in the causation of puer- 
peral infection is played by anaérobic streptococci. 
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The presence of these organisms in the vagina of a 
large percentage of women at term indicates that 
the infection is endogenois and develops only when 
conditions favor the growth of the streptococci. 
Infections due to ordinary pathogenic organisms, 
such as various strains of hemolytic streptococci 
and staphylococci, can be controlled by good ob- 
stetrical technique. 

In the last eight years the authors have prac- 
tically eliminated serious cases of puerperal infec- 
tion due to anaerobic organisms by the use of 
vaginal instillations. Since 1930, there have been 
only three deaths on the service. Two of them 
were due to infection by the staphylococcus albus 
and one was the result of a mixed infection in which 
the hemolytic streptococcus was the predominant 
organism. 

In conclusion the authors state that this report 
completes a ten-year study which has been con- 
tinued as a routine procedure and has definitely con- 
firmed all the contentions of Schottmuller. 

Epwarp L. Cornett, M.D. 


Hill, A. M.: Post-Abortal and Puerperal Gas Gan- 
grene. J. Obst. & Gynec. Brit. Emp., 1936, 43: 201. 


The author reports 30 cases of gas-bacillus infec- 
tion of the uterus following pregnancy which came 
under his observation in a period of twenty-two 
months. In 22 cases the condition developed after 
abortion and in 8 after labor at or near term. In the 
former, the mortality was 32 per cent, and in the 
latter, 75 per cent. In analyzing 115 cases of fatal 
sepsis following abortion, Hill found that 15.6 per 
cent of the deaths were caused by gas-bacillus 
infection. 

In 22 of the author’s cases the clostridium welchii 
was isolated, and in 2, the vibrion septique. These 
organisms were present either in pure culture or in 
association with aérobic streptococci, anaérobic 
streptococci, the bacillus coli communis, or the 
staphlococcus aureus. 

The early recognition of gas-bacillus infection is 
most important as treatment is of value only in the 
early stage of the condition. The significant clinical 
features in the author’s cases of abortion were an 
evidently septic abortion with jaundice, a rapid 
pulse, hemoglobinuria, hemoglobinemia, anuria, and 
occasionally physometra. Some of the patients 
showed only jaundice without serological or urinary 
evidence of blood destruction. A rare clinical pic- 
ture, which usually proved fatal, was metastatic gas- 
bacillus infection of the skeletal muscles. There were 
also a few cases in which the bacteriological diag- 
nosis was first made at autopsy. The vibrion sep- 
tique infection produced no classical clinical picture. 

In the puerperal group of cases the symptoms 
were less definite. In the search for the source of the 
organisms, cultures were made of bacteria from the 
rectum of the patient, from floor dust, and from the 
hands of the medical attendants. The bacteriologi- 
cal study of the hands of the medical attendants was 
made after the hands had been washed and dried, 
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less often after they had been thoroughly scrubbed, 
and in 1 instance after thorough scrubbing and the 
putting on of wet sterilized gloves. 

As a prophylactic measure the author recommends 
the administration of antitoxin in all cases in which 
a destructive obstetrical operation is performed and 
those in which gas-bacillus infection is likely to oc- 
cur. He states that a presumptive early diagnosis 
may be made from smears of the lochia and from the 
cervix or uterine cavity. In the treatment of his 
cases the first principle was elimination of the pri- 
mary focus by curettage or hysterectomy. The 
second principle was hydrotherapy by the oral, sub- 
cutaneous, and intravenous administration of glu- 
cose in saline solution. Alkalies were also given. 
Another important principle was the combating of 
renal failure by intensive fluid, antitoxic, and alka- 
line therapy. In addition, blood transfusions were 
given. . A. F. Las, M.D. 


NEWBORN 


McGrath, J. F., and Kuder, K.: Resuscitation of the 
Newborn. J. Am. M. Ass., 1936, 106: 885. 


The frequency of fetal death due to asphyxia is 
difficult to estimate. 

“Asphyxia neonatorum” is as descriptive a term 
for what occurs when a newborn child does not 
breathe properly as any that might be used. It is 
generally recognized that this condition is due to 
insufficient aeration or, more properly, insufficient 
oxygenation of the fetal blood. Undoubtedly many 
reactions and reflexes play a part in the excitation of 
the neurorespiratory system. The most evident, 
probably, is contact of air with the fetal skin and the 
mucous membrane of the airways. Other factors, 
such as heat, cold, gases, liquids, skin irritation, 
spanking, posture, and pain—in fact, any of the 
various known peripheral stimuli—may initiate 
respiratory activity in the newborn. 

Henderson describes three types of asphyxia—the 
apneic, the acarbic, and the chronic. The apneic 
represents an intensive but brief deficiency of 
oxygen. The acarbic is characterized by a marked 
reduction of the alkali reserve of the blood secondary 
to insufficient carbon dioxide stimulation and may 
show an acid excess. The chronic is the condition 
resulting when the respiratory center is depressed by 
a chronic lack of oxygen. 

In cases of respiratory failure due to causes of 
central origin the history and clinical picture are 
fairly obvious. Frequent factors are prematurity, 
prolonged labor, difficult or instrumental delivery, 
narcotics, prolapse of the cord, and congenital heart 
disease. Many of the babies may be saved. When 
respiratory failure is due to obstruction in the upper 
respiratory passages the chance of saving the life of 
the child is especially favorable. The frequency of 
obstructive material such as mucus, amniotic fluid, 
meconium, vercix caseosa, and epithelial débris in 
the respiratory passages is known to all obstetricians. 
Such material is almost always found on careful 
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microscopic study of the lungs of newborn infants 
coming to autopsy. 

Other obstructive factors requiring consideration 
are the adhesion of the alveoli in the solid fetal lungs 
before birth and the natural cohesive state of the 
bronchioles and bronchi. The infant lung expands 
by “opening like a fan,” and the effort to maintain 
normal ventilation of the lung is not so great as that 
required to initiate expansion. The force required to 
maintain adequate expansion and normal breath ex- 
cursions is estimated at from 8 to 10 cm. of water. It 
is probable that the forced expiratory effect against 
a partially closed epiglottis, such as that made when 
the baby cries, contributes in large measure to com- 
plete dilatation of the alveoli. In the authors’ 
opinion, a maximum pressure of 25 mm. of mercury 
can be used with safety in the resuscitation of in- 
fants. Because of the resistance and the capacity of 
the chest walls the likelihood of overdistention of the 
alveoli is very slight. The absence of evident lung 
trauma in the authors’ cases coming to autopsy 
seems to indicate that more complete expansion and 
greater pressure would increase the success of treat- 
ment of asphyxia of the newborn. 

Asphyxia of the newborn is easily recognized from 
absence or feebleness of attempts at respiration. 
Occasionally pulsation of the cord is not noted, al- 
though the apex beat may be visible. The condition 
is the same whether the baby is cyanotic or white, but 
white asphyxia usually presents the more serious 
problem. 

Improved obstetrical care will lessen the incidence 
of fetal suffocation. There can be no doubt that pro- 
longed labor, particularly when the membranes 
rupture early, increases the likelihood of the condi- 
tion. Toxemia, difficult labor, instrumentation, the 
use of posterior pituitary extract or quinine, the fre- 
quent exhibition of sedatives, either narcotic, such 
as opium and its derivatives, or depressant, such as 
the barbiturates and allied drugs, tend definitely to 
increase the incidence of asphyxia. Occasionally an 
umbilical cord anomaly such as a knot or prolapse, 
or ieee separation of the placenta is respon- 
sible. 

The treatment of the condition is based on three 
fundamental factors: 

1. Opening of the airways. All obstructions must 
be removed. Mucus, amniotic fluid, meconium, and 
other fluid must be removed by aspiration. 

2. Insufflation or distention of the lung alveoli. 

3. Stimulation of the neurorespiratory center 
with carbon dioxide after its sensitivity has been 
increased with oxygen. 

In cases of long labor, toxemia, premature deliv- 
ery, or necrosis, and all cases in which fetal distress 
is evident preparations for resuscitation of the infant 
are imperative. When possible, the first step should 
be the administration of oxygen and carbon dioxide 
to the mother early in the progress of the labor. At 
birth, gentleness in the handling of the baby is 
essential. Holding the baby by the feet with the 
head low and gentle stroking of the throat toward 


the mouth will cause the expression of mucus or 
other fluid and reduce the chance of aspiration. 
During this time inspection will show the fetal heart 
impulse and rate. Mild patting of the soles of the 
feet or the introduction of the gauze-covered little 
finger into the mouth and pharynx to remove mucus 
= occasionally attended by the onset of respiratory 
effort. 

In the cases reviewed, lobeline was used with rath- 
er indifferent results. Coramine (pyridine beta- 
carboxylic acid diethylamide) and icoral (meta-oxy- 
n-ethyl-diethyl amino-ethylaminobenzol-chlorhyd- 
rate +meta-oxypheny] propanolamine-chlorhydrate) 
were not employed. While the latter stimulate the 
respiratory center with a perhaps less depressant 
action, they may induce excitation ranging from 
restlessness to twitchings and possibly convulsions. 
Needless to say, no drug will assure the necessary 
clearance and patency of the air passages. 

While methods of artificial respiration are of some 
value and should be employed under emergency 
conditions, it is necessary to emphasize their in- 
efficiency and to stress their danger. Even mouth-to- 
mouth breathing may inflict serious injury. Methods 
of forced or positive-pressure insufflation with mask 
and pump are unsound in theory and unsafe in fact. 
In the use of the many ingenious machines for auto- 
matic and continuous insufflation, rhythmic alterna- 
tion of positive and negative pressure, the limitations 
ee of such treatment must be borne in 
mind. 

Apparatus of the Drinker type and the more mod- 
ern pulmotor called a “‘resuscitator’’ are of value for 
prolonged passive respiration, particularly when in- 
sufflation of carbon dioxide and oxygen is a feature 
of their use. 

The method of resuscitation which has seemed 
most valuable to the authors is the technique of 
direct exposure intubation and the intratracheal in- 
sufflation of 10 per cent carbon dioxide and go per 
cent oxygen under measured pressure. When mild 
measures prove unsuccessful, aspiration of the 
pharynx and larynx should be done with the baby 
lying on its back on a table. It is not necessary for 
the head to be lowered to 15 degrees from the 
horizontal, as recommended by Blaikley, and the 
head should not be extended over the edge of the 
table. With the infant type of direct-vision laryn- 
goscope the tongue is easily depressed and the larynx 
exposed. After quick removal of mucus from the 
pharynx with the small sucker the laryngeal tube 
should be introduced within the vocal cords and well 
into the larynx, the sucker then again being used to 
aspirate any contained mucus or other fluid. When 
it is ascertained that all obstructive material has 
been removed the laryngeal tube should be con- 
nected with the gas tube and insufflation begun. In 
the authors’ opinion there is a distinct advantage in 
intermittent control of the gas intake and output. 
The attempt should be made to follow the rhythm 
after it has begun rather than to lead inspiration and 
expiration. J. THORNWELL WITHERSPOON, M.D. 
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Turunen, A. O. I.: Cases of Intestinal Occlusion in 
the Newborn, and a Review of the Diagnosis 
and Treatment of the Condition (Einige Faelle 
von Darmverschluss bei Neugeborenen, sowie ein 
Ueberblick ueber die Diagnose und Therapie des 
Leidens). Acta Soc. med. Fennicae Duodecim, 1935, 
Ser. B., Vol. 23. 


The author reports eight cases of ileus in the 
newborn. In four, the nature of the condition was 
first discovered at autopsy. Of the four cases in 
which the diagnosis was made during life, operation 
was performed in two. All of the cases were fatal. 
Death occurred after from two to eight days. In 
three cases the cause of the ileus was a stenosis in 
the lower part of the small intestine; in two, intes- 
tinal atresia; in two, volvulus of the small intestine; 
and in one, invagination of the small intestine. No 
malformations were found in any of the mothers. 
Two of the infants were children of the same 
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parents. The brother of one of the infants had a 
large diaphragmatic hernia. 

In four cases the birth was premature. Of the 
four in which it occurred at term, cesarean section 
was performed in one, forceps were used in another, 
and the child was extracted in foot presentation 
because of prolapse of the umbilical cord in a third. 
The method of delivery in the fourth is not known 
definitely. 

The symptoms of the condition are described. 
They differ somewhat from the symptoms of ileus 
in adults. In the diagnosis it is necessary to rule out 
several conditions occurring only in the newborn. 

The operative procedures recommended as giving 
the best results are entero-anastomoses, intestinal 
resections, and, in cases of volvulus, retorsion. 
When congenital adhesions are found in cases of 
volvulus they should be liberated to prevent recur- 
rence of the volvulus. 
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ADRENAL, KIDNEY, AND URETER 


Weller, G. L., Jr.: Adrenal Insufficiency Resulting 
from Partial or Total Atrophy of the Adrenal 
Glands: Early Clinical Recognition. Arch. Int. 
Med., 1936, 57: 275. 

The author believes that disturbances of adrenal 
function have hitherto been recognized only at rela- 
tively late stages. He reports two cases, including 
the autopsy findings, to stress the early manifesta- 
tions of the disease. In these cases symptoms had 
occurred intermittently for three and eight years 
respectively. The chief symptoms, general languor 
and disability, interfered with the wellbeing of the 
patients and probably accounted for their decreased 
motor and cerebral activity. Gastro-intestinal dis- 
turbances were significant. The author believes that 
particularly the vomiting was due to adrenal insuf- 
ficiency plus the added stress of the catamenia. 
During the exacerbations of the insufficiency there 
was fever. Weller emphasizes the variations of ab- 
dominal pain and the symptoms referable to the 
central nervous system. Hypotension is constant, 
but pigmentation is usually absent. The chief con- 
ditions to be ruled out in the differential diagnosis 
are psychoneurosis, neurasthenia, acute and chronic 
appendicitis, and encephalitis. In the cases reported 
the symptoms were relieved during the exacerbations 
in all but the terminal stages by the administration 
of glucose. Donatp K. Hrsss, M.D. 


Baker, W. W., and Colston, J. A. C.: The Surgical 
Treatment of Horseshoe Kidney, with Special 
Reference to Division of the Isthmus. J. Urol., 
1936, 35: 264. 

Baker and Colston state that operation on horse- 
shoe kidneys simply for the removal of stones or to 
correct hydronephrosis must inevitably give un- 
satisfactory results in many cases as it is undertaken 
solely to relieve the result and does not affect the 
underlying cause. For permanent results, division of 
the isthmus must be undertaken in all suitable cases. 
The authors discuss the etiology, symptoms, and 
diagnosis of horseshoe kidney. To date, only 
twenty-four cases of symphysiotomy have been re- 
ported in the literature. To these the authors add 
two more. Their operative technique is as follows: 

Exposure is obtained through an oblique lumbar 
incision. The incision is lengthened anteriorly for a 
slightly greater distance than in the usual kidney 
operation as satisfactory exposure of the isthmus is 
essential for successful results. The dissection is 
carried down through the muscles and transversalis 
fascia to Gerota’s fascia. Before this structure is 
opened it is freed posteriorly to the vertebral bodies, 
laterally, and upward as far as the diaphragm by the 


technique of Foley. This procedure is of the greatest 
value in securing more complete exposure of the 
kidney and the isthmus. Gerota’s fascia is opened 
at the level of the posterior lip of the renal sinus, and 
the perirenal vestments and Gerota’s fascia are 
freed from the kidney by blunt dissection carried 
toward the midline. The kidney and its vascular 
pedicle are thus well and easily exposed. The re- 
flected perirenal fascie are then retracted toward the 
midline to protect the peritoneum, and as they are 
left intact in a single sheath can be utilized to close 
the renal fossa following the operative procedure. 
Exposure of the lower pole and isthmus presents the 
greatest difficulty in the operation. During this 
procedure special care is necessary as in this region 
the anomalous vascular supply is encountered. 
There should be no hesitation in ligating and 
dividing small vessels, but before any vessel of con- 
siderable size is divided the circulation in it should 
be interrupted for some minutes and the portion of 
the kidney which it supplies should be observed to 
determine the amount of kidney damage which 
would be produced by its ligation. After the isthmus 
has thus been satisfactorily exposed, a slight de- 
pression and thinning of the tissue are noted in most 
cases. In some cases, the point of union is found to 
consist chiefly of fibrous tissue with very little renal 
parenchyma. Symphysiotomy should be performed 
at this point. On the other hand, in some cases the 
lower pole is found fused, with little or no evidence 
of a notch. In such cases great care should be taken 
to choose a point where division can be done without 
injuring one of the lower calyces which, in some in- 
stances, run into the isthmus. Carefully made pre- 
operative pyelograms should show the direction of 
the lowermost calyces clearly, and by reference to 
the pyelograms after the isthmus has been well ex- 
posed the line of incision may be made well away 
from the calyces. The use of a right-angle stomach 
clamp greatly facilitates exposure and compresses 
the tissue in such a way as to facilitate hemostasis 
during the introduction of the mattress sutures of 
chromic catgut. After the mattress sutures have 
been inserted through the kidney on each side of the 
isthmus and fat or muscle has been applied beneath 
the stitches to prevent cutting of the kidney tissue 
and facilitate hemostasis, division of the isthmus 
with the electrocautery is done. By the use of the 
right-angle clamp, retraction of the other kidney and 
the stump of the isthmus across the midline before 
satisfactory hemostasis is obtained is prevented. 
After satisfactory division of the isthmus, control of 
the bleeding, and removal of the right-angle clamp, 
the kidneys are allowed to retract. In some cases the 
introduction of a second mattress stitch through the 
ends of each stump and the application of fat and 
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muscle over the raw tissue may be advisable. The 
relations of the pelvis and ureter may then be 
studied. After the described procedure the kidney is 
so freely mobilized that pyelotomy can be con- 
veniently carried out if a stone is found, and if some 
indication for a plastic operation on the uretero- 
pelvic juncture or the pelvis is presented such an 
operation can be done with the kidney in a more 
normal position. 

Nephropexy on the exposed side is usually done to 
insure unobstructed drainage of the pelvis. 

FRANK M. Cocuems, M.D. 


Stirling, W. C.: Traumatism of the Kidney. A Re- 
port of Twenty-Seven Cases. An Experimental 
and Clinical Study. Brit. J. Urol., 1936, 8: 1. 


Trauma to the kidney is not uncommon, and its 
incidence is likely to increase in the future. It is 
usually direct, but indirect violence may produce 
a number of renal injuries. Direct trauma includes 
injury from instrumentation and retrograde pyelog- 
raphy. Spontaneous rupture occurs in a previously 
diseased kidney. 

The clinical picture of traumatic injury of the 
kidney includes shock, hematuria, pain and tender- 
ness on the affected side, nausea, vomiting, a fall in 
the blood pressure, a low red cell count and hemo- 
globin, and a mass in the loin. If extravasation and 
infection occur, chills and fever accompanied by 
muscular rigidity and renal ileus develop after forty- 
eight hours. 

Severe injuries with extensive and continued 
bleeding call for prompt surgical intervention. 

Less severe injuries should be watched by plain 
roentgenography, blood-pressure readings, blood 
findings, and intravenous or retrograde pyelography 
to determine their site and extent. 

Other intra-abdominal organs may also have been 
injured. 

Conservative treatment with supportive measures 
and prolonged rest in bed will cure the majority of 
mild lacerations of the kidney. Injuries involving 
the pelvis require repair and drainage. 

The kidney is the most frequently ruptured ab- 
dominal viscus and its injuries have the best 
prognosis. ANDREW MCNALLY, M.D. 


Birdsall, J. C.: The Symptomatology, Renal Path- 
ology, and Treatment of Nephroptosis. J. Urol., 
1936, 35: 135. 

The author reviews 150 cases of nephroptosis. He 
is convinced that the majority of patients with the 
condition can be saved many years of invalidism if a 
correct diagnosis is made early and treatment insti- 
tuted promptly. He deplores the opinion held by 
many general practitioners that nephropexy is 
usually unsuccessful. 

He discusses the symptoms leading to the diag- 
nosis, the pathological changes occurring in the 
kidney in cases improperly treated, and the types of 
—_ in which nephropexy will give permanent 
relief. 


The fixation and maintenance of the kidneys in 
their proper position has been variously ascribed to 
the shape of the fossew, the perirenal fat, the blood 
vessels, the renal fascia, the peritoneum, contiguous 
organs, and the intra-abdominal pressure. Gerota 
and Bonney believe that imperfect development of 
the renal fascia is the principal factor in movable 
kidney. 

This fascia is intimately connected on its inner 
surface with the renal capsule by bands of connec- 
tive tissue, and on its outer surface to various adja- 
cent structures by the hepatorenal, duodenorenal, 
lienorenal, and phrenorenalligaments. Any excursion 
of the kidney in its vertical plane beyond the normal 
2 cm. places the organ in 1 of the 3 well-recognized 
degrees of nephroptosis. There is no relationship 
between the degree of ptosis and the severity of the 
symptoms. 

Of the cases reviewed, the mobility was of the first 
degree in 48, of the second degree in 61, and of the 
third degree in 41. 

In all cases a bilateral pyelographic study was 
made. Ptosis of the right kidney was found in 76, of 
the left kidney in 28, and of both kidneys in 46. 

Partial or intermittent obstruction causes the 
symptoms to be renal. Intermittent disturbance of 
the blood supply causes congestion and pain. Vis- 
cerovisceral reflexes produce gastro-intestinal symp- 
toms and neurological disturbances. Mechanical 
pull on the peritoneal attachments to the biliary 
ducts and duodenum may cause jaundice, and, not 
uncommonly, Dietl’s crisis. Pain, which is the most 
characteristic symptom, varies from a dull ache to 
severe renal colic. 

The pathological changes which occur are usually 
the result of secondary factors produced by obstruc- 
tive interference with the outflow of urine or varia- 
tions in the blood supply. 

In the reviewed cases the most common patho- 
logical conditions of the kidneys were hydronephro- 
sis, with or without infection, calculous disease, 
pyelitis, and infection. 

The treatment is palliative and operative. The 
palliative measures consist of the correction of faulty 
posture, improvement of the general systemic tone, 
the application of a well-fitted abdominal belt, 
binder, or corset, and cystoscopic treatment for the 
relief of nephrosis, pyelitis, and cystitis. 

Operative treatment is advisable in all cases of 
marked ptosis and those of ptosis of mild degree in 
which palliative measures have failed. 

In 34 of the reviewed cases another operation was 
performed prior to nephropexy. The most common 
previous operation was appendectomy. 

Many operative procedures have been employed 
to fix and suspend the movable kidney. The authors 
emphasize the necessity of freeing the kidney and 
ureter from all adhesions and attachments and re- 
moving all perirenal fat from the new kidney bed. 
Three sets of triple mattress sutures are introduced 
through the capsule on the posterior surface of the 
kidney, the upper set being inserted through the 
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capsule of the upper pole of the kidney and the second 
and third sets through the capsule of the middle and 
lower poles. The kidney is then properly placed in its 
new bed and the fixation sutures are fixed to main- 
tain this position. The upper set of sutures are 
brought through the intercostal muscle between the 
eleventh and twelfth ribs, and the second and third 
below the twelfth rib and through the erector spine 
muscles. 

In 20 cases the kidney was found to be the site of 
such advanced destruction that nephrectomy was 
necessary, but 57 cases of unilateral and 9 cases of 
bilateral nephroptosis were treated by the described 
method of suspension. The end-results were excel- 
lent in 73 kidneys. 

Pyelograms with the patient in the erect position 
were made in 27 cases. In every case the position of 
the kidney was excellent and no advance of renal 
destruction was observed. Although many patients 
complain of vague pain for some time after the 
operation, no abdominal support is necessary. 

Hess, M.D. 


Gibberd, G. F.: Symmetrical Cortical Necrosis of 
the Kidneys. J. Obst. & Gynac. Brit. Emp., 1936, 
43: 60. 

The diagnosis of symmetrical cortical necrosis of 
the kidneys has usually been made after death. 
Direct evidence that a patient may recover from the 
condition may be obtained by biopsy in the case of a 
recovered patient, by autopsy when death occurs 
late in the disease after partial recovery of renal 
function, and by histological examination of the 
kidney. Although the macroscopic appearance of 
the kidney in fatal cases usually suggests that the 
entire cortex is involved, histological study shows 
that this is not the case. Occasionally the lesions 
have been found so small as to be clinically negligible, 
whereas in the classical examples of the condition 
they involve so much of the cortex as to prove fatal. 
It seems reasonable to the author to make a clinical 
diagnosis of symmetrical cortical necrosis under cer- 
tain circumstances, and not to abandon the diag- 
nosis if the patient recovers. 

The occurrence of anuria or extreme oliguria in the 
case of a patient with a severe toxemia of pregnancy, 


particularly if the latter is associated with an acci- - 


dental antepartum hemorrhage, is usually character- 
istic enough to establish the diagnosis. Another 
characteristic sign is the secretion of a small amount 
of blood-stained urine in the initial stage of the dis- 
ease as the result of the extreme congestion of the 
glomerular capillaries. Soon after the onset of the 
disease, when the acute congestion has subsided 
in the glomeruli which have escaped complete de- 
struction, the blood usually disappears from the 
small quantity of urine secreted subsequently. 
Therefore, unless this sign is looked for early, it may 
entirely escape notice. The initial hematuria may 
be of aid in the diagnosis of a doubtful case of oliguria 
associated with a pregnancy toxemia. Absence of 
the initial hematuria is strong evidence against the 


INTERNATIONAL ABSTRACT OF SURGERY 


diagnosis of symmetrical cortical necrosis of the 
kidneys. 

The author reports two cases of symmetrical corti- 
cal necrosis. The treatment of such cases can be 
divided into: (1) operative treatment (nephrotomy 
or decapsulation), and (2) non-operative treatment. 

It is practically agreed that the primary cause of 
the necrosis is a disturbance of the vascular supply 
to the renal cortex. Whether this disturbance is due 
to a primary thrombosis, multiple emboli, arteritis, 
or some other cause of vascular stasis, is undecided, 
but that it is essentially a primary vascular dis- 
turbance is practically undisputed. The circulation 
is certainly not cut off by mechanical compression. 
The vessels are not compressed but engorged. More- 
over, as the clinical picture, the biochemical changes, 
and the histological picture all point to glomerular 
failure as the cause of the progressive uremia, pres- 
sure upon the tubules is not responsible for the 
urinary suppression. The author therefore doubts 
that nephrotomy and decapsulation are of value in 
the treatment of the condition, whether or not the 
intracapsular tension in the kidney is raised. He 
believes that operation may even be harmful as 
anesthesia still further embarrasses the already in- 
competent glomerular circulation, and decapsula- 
tion must kill any narrow strip of renal substance 
which may be kept alive by minute vessels coming 
from the capsule. 

In considering medical treatment, which may be 
helpful in assisting the natural recovery of the kid- 
ney, it is essential to realize that there are present 
many glomeruli in which irreparable thrombosis of 
the afferent vessels has not occurred. So long as the 
patient does not die from uremia or a complication, 
time alone will result in more and more recovery. 
The aim of treatment should therefore be to delay 
progress of the uremia until kidney function has 
recovered. 

The rate of progress of the uremia may be in- 
fluenced by controlling the amount of protein break- 
down in the body and stimulating to the utmost the 
power of excretion in the few glomeruli not imme- 
diately affected. 

Because of the rapid exhaustion of the carbohy- 
drate reserves and the resulting use of the fats and 
proteins of the body, a sufficient sypply of carbo- 
hydrate food is essential. If vomiting makes a 
sufficient intake by mouth impossible, 6 per cent 
glucose solution should be given by continuous 
intravenous drip throughout the early stages of the 
disease. Later, glucose solution should be given in 
large quantities orally until the blood urea falls 
rapidly, when a more varied carbohydrate diet may 
be given. 

Diuretics which stimulate urinary secretion under 
physiological conditions, such as urea, water, and 
sugar, are indicated. In the administration of urea 
it is important to delay the uremia long enough to 
enable the glomeruli to recover sufficiently to re- 
spond to the stimulus of the high concentration of 
urea in the blood. Water should be given in the 


form of 6 per cent glucose in 0.5 per cent saline 
solution. In addition to the slow administration of 
a 6 per cent glucose solution given for its food value, 
50 c.cm. of a 30 per cent glucose solution should be 
injected intravenously every eight hours to favor 
diuresis. The administration of alkalies by mouth 
and by rectum has also been recommended. Some- 
times blood transfusion may be necessary for severe 
accidental hemorrhage. The latter is usually of the 
concealed type. However, as blood transfusion is 
occasionally followed by supression of urine and 
may aggravate the condition already present, its 
indications must be clearly established. Urinary 
tract infections usually aggravate the necrosis. 
Lovts NEuwWELT, M.D. 


Couvelaire, R.: Peritonitis of Pyelorenal Origin 
(Des péritonites d’origine pyélo-rénale). J. de chir., 
1936, 47: 392. 

The author reports three cases of peritonitis of 
pyelorenal origin, reviews forty-nine cases collected 
from the literature, and discusses the various clinical 
manifestations of the disease at length. 

The renal origin of the peritonitis is usually some- 
what obscure and often overlooked. Failure to rec- 
ognize it may be due to too great haste in taking the 
history or to incomplete clinical examination. Fre- 
quently, however, its recognition is impossible before 
operation and even at operation the primary focus in 
the kidney may not be discovered. Therefore in 
cases of diffuse peritonitis it is important to remem- 
ber that retroperitoneal organs (kidney, renal pelvis, 
ureter) may be the primary focus as well as intraperi- 
toneal viscera, and the posterior abdominal wall 
should be explored when an intraperitoneal focus 
cannot be found. In peritonitis of pyelorenal origin 
the perforation of a perirenal abscess into the perito- 
neal cavity is usually found. Such a perforation may 
occur from the anterior surface of the kidney with 
complete absence of the usual signs of a perirenal 
abscess. The pus is often odorless. 

In the reported cases, drainage of the peritoneum 
or of the perirenal abscess alone was always followed 
by death. Recovery resulted only when both the 
peritoneum and the abscess around the kidney were 
drained. The results were best when nephrectomy 
was done in addition to drainage, but this is not safe 
unless the condition of the other kidney is known. 
Nephrostomy is therefore advisable. 

Max M. ZINNINGER, M.D. 


Wells, C.: Polycystic and ‘‘Unilateral’’ Polycystic 
Kidney: A Review of the Literature and Two 
Cases, One with an Intracystic Papilloma. 
Brit. J. Urol., 1936, 8: 22. 


By the term “polycystic kidney” is meant a 
diffuse cystic change affecting the whole organ. 
This cystic change is a congenital condition. Ac- 
cording to Kampmeier’s theory, which is well sup- 
ported, the cysts arise from the primitive tubules 
ring constitute the “provisional” kidney in the 
etus. 
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As the progress of the disease is slow, symptoms 
frequently do not become manifest until late in life. 

The symptoms and signs include hematuria, pain 
which is progressive, dull, and aching, or severe 
because of complications, and the presence of an 
abdominal mass. Occasionally the condition is dis- 
covered at operation. 

The disease is usually bilateral. Occasionally, 
however, intravenous or retrograde pyelography and 
palpation of the supposed normal side reveal no ab- 
normality. Under such conditions the clinical 
diagnosis may be unilateral polycystic kidney. Al- 
though it cannot be concluded with certainty that 
the other kidney is entirely normal, operative 
measures may be carried out on the cystic kidney 
with safety. 

Many surgeons do not exclude patients with 
polycystic kidney from well-planned surgery pro- 
vided the findings of renal function tests are fairly 
satisfactory. 

The authors draw the following conclusions: 

1. Operation on other organs may be undertaken 
with very little increased risk. 

2. Operation on or removal of a kidney may be 
done with little increased risk provided the function 
of the other kidney is good. 

3. Incases of extreme urgency with poor function 
of the other kidney, the risk is considerable but not 
prohibitive. The indications of extreme urgency are 
severe infection or injury, severe lumbar pain, and 
suspected malignancy. 

4. The operative procedures range from simple 
exploration, puncture, or removal of the cysts to 
nephrectomy. ANDREW MCNALLY, M.D. 


Delon, J.: Malignant Tumors of the Kidney in the 
Child. An Anatomicoclinical study (Tumeurs 
malignes du rein chez l’enfant. Etude anatomo- 
clinique). Arch. d. mal. d. reins et d. organes genito- 
urinaires, 1935, 9: 655. 

After reviewing the development of the kidney 
from the two bands of mesodermal tissue, the renal 
blastema or nephrogenic tissue, the author discusses 
the various theories regarding the origin of renal 
tumors. He then reports twenty-five cases of malig- 
nant tumor of the kidney in children and presents 
photomicrographs of the neoplasms. He has made 
an exhaustive study of the literature on such tumors 
and lists all articles published since 1924. He states 
that lists of articles published prior to 1924 may be 
found following reports by Lubarch, Hinman, Kutz- 
man, and Nevinny. He draws the following conclu- 
sions: 

1. Malignant tumors of the kidney in children are 
rare. They occur in both boys and girls, and with 
equal frequency in the right and left kidney. They 
are most common between the ages of two and four 
years. 

2. Their diagnosis is generally easy. Only con- 
genital hydronephrosis simulates them at times. 

3. They are large tumors which invade the kidney 
and the adjacent organs. 
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4. They are usually formed essentially of more or 
less developed connective tissue and epithelial tis- 
sue, both of which have their origin in undifferen- 
tiated cells. Occasionally they show smooth muscle 
fibers, striated muscle fibers, cartilage, or bone. 

5. Their structure seems to follow certain laws. 

6. Their microscopic appearance is very similar 
to that of the embryonic renal blastema, of which 
they seem to be a malignant proliferation. 

7. Their pathogenesis is easily explained by the 
multiple potentialities of the undifferentiated cells of 
the renal blastema. Marsa WILLIAM Poort, M.D. 


Rhodes, J. S.: The Clinical Importance of Uretero- 
cele. J. Urol., 1936, 35: 300. 


Rhodes states that of 695 cases in which a cysto- 
scopic examination was made at the Massachusetts 
General Hospital, Boston, a ureterocele was found in 
13 (almost 2 per cent). He reports 3 of the cases of 
ureterocele in detail. 

While the cause of ureterocele is not definitely 
known, Rhodes believes that the condition is usually 
due to congenital stenosis of the ureteral orifice with 
atony of the ureteral wall which, in many cases, is 
aggravated by infection or stones. 

The symptoms are attributable to obstruction and 
infection, and are not characteristic. The diagnosis 
is made by cystoscopy and occasionally by X-ray 
examination. 

The preferred method of treatment is the trans- 
urethral use of the diathermy current. When the 
ureteral orifice can be identified, the use of a forked 
electrode is most satisfactory. The roof of the cyst 
should be incised longitudinally. Care must be 
taken to avoid incising the bladder wall at the base 
of the cyst. In cases in which the ureteral orifice 
cannot be identified, a straight electrode is used to 
puncture the wall of the cyst. The wall may then be 
incised with a forked electrode. Fulguration of the 
wall of the cyst is not necessary. Simple dilatation 
of the ureteral orifice is usually followed by recur- 
rence of the symptoms and therefore not curative. 

Frank M. Cocuems, M.D. 


BLADDER, URETHRA, AND PENIS 


Letcher, H. G., and Matheson, N. M.: Encrusta- 
tion of the Bladder as a Result of Alkaline 
Cystitis. Brit. J. Surg., 1936, 23: 716. 


The authors report a case of intense alkaline cysti- 
tis with calcareous deposits covering almost the en- 
tire interior of the bladder. The patient was a 
twenty-six-year-old woman in the early months of 
pregnancy. The urine from the kidneys was acid 
while the bladder urine was strongly alkaline. Re- 
peated bacteriological examinations revealed ab- 
sence of the urea-splitting bacillus but yielded pure 
cultures of the bacillus coli. 

The condition was completely cured by bladder 
irrigations with an acetic acid solution containing 
2 drachms of acetic acid to a pint of water. 

THEOPHIL GRAUER, M.D. 
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Begg, R. C.: A Colloid Tumor of the Urachus In- 
vading the Bladder. Brit. J. Surg., 1936, 23: 76v. 
The case reported was that of a man fifty-four 
years of age who gave a history of hematuria and the 
occasional passage of globular masses of material 
resembling apple jelly. During the periods when the 
masses were passed he experienced frequency and 
pain on urination. 

On cystoscopic examination the bladder was found 
normal except for a projecting nodular tumor in the 
vault from which hung small masses of material like 
jelly. At operation, the umbilicus, urachus, and up- 
per half of the bladder were removed. Sections of 
the urachus showed that all of the lining epithelium 
had been converted into a tumor, but there had been 
no invasion of the fasciomuscular wall. A diagnosis 
of colloid carcinoma primary in the urachus was 
made. THEOpHIL P. GRAUER, M.D. 


Rabson, S. M.: Leukoplakia and Carcinoma of the 
Urinary Bladder. J. Urol., 1936, 35: 321. 


Of 124 cases of leukoplakia of the urinary bladder 
collected from the literature, the condition was asso- 
ciated with carcinoma in 18 and with sarcoma in 1. 
Thirteen of the carcinomas were of the squamous-cell 
type. 

Rabson reports a case of leukoplakia and squa- 
mous-cell carcinoma, describing the gross and micro- 
scopic findings at autopsy in detail. He states that 
leukoplakia may be regarded as the result of a 
metaplasia of the vesical transitional epithelium and 
as a process intimately linked with the development 
of squamous-cell carcinoma. It may exist independ- 
ently or may precede or be associated with squa- 
mous-cell carcinoma, but its réle has not been fully 
determined. The author summarizes the literature 
regarding its cause and its association with car- 
cinoma of the urinary bladder. 

FRANK M. Cocuems, M.D. 


Lazarus, J. A., and Schneider, A. D.: Primary 
Carcinoma of the Female Urethra Treated by 
Complete Extirpation of the Urethra. J. Urol., 
1936, 35: 235- 

Carcinoma of the female urethra is relatively rare. 
The first case was reported by Boivin, in 1833. Since 
then, 149 cases have been recorded. Ehrendorfer 
cited local inflammation, trauma, fissures, and scars 
resulting from childbirth as predisposing causes, but 
the etiology of the condition is still obscure. A rela- 
tionship between urethral caruncle and carcinoma is 
extremely questionable, although trauma, to which 
many caruncles are frequently subjected because of 
their location, may play a secondary rdle. 

As in the vast majority of the cases on record the 
lesions were first discovered when they were far 
advanced and involved the entire urethra, it was 
difficult to determine with certainty the part of the 
urethra in which they originated. In 5 of 10 cases 
reported by Menville the lesion was in the anterior 
part of the urethra. It was Menville’s impression 
that most of the lesions, when found, involve the 
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anterior urethra or the entire urethra. Since the 
majority of tumors have been squamous-cell carci- 
nomas, it is assumed that they arise from the ducts 
of the urethral glands. Occasionally, however, they 
are true papillary carcinomas, consisting of cylin- 
drical cells. The neoplasms usually grow slowly, 
and when situated at or near the urethral meatus 
are subject to maceration and infection. In spite of 
their slow growth, they show an early tendency to 
metastasize to the external iliac, hypogastric, and 
sacral lymph nodes. 

As is well known, carcinoma of the female urethra 
does not cause symptoms until quite late in its 
course. The outstanding symptoms are difficulty in 
urination with at times complete urinary retention, 
dysuria, and hematuria. Increased urinary fre- 
quency is not a usual symptom. When it is situ- 
ated at or near the meatus, the tumor can readily 
be seen. 

When the lesion is situated at the meatus, exami- 
nation reveals a more or less sessile, papillomatous 
tumor of hard consistency which shows a tendency 
to bleed easily. In cases in which the tumor is 
situated farther back in the urethra, it is possible to 
feel an irregular mass along the urethral wail, and 
when a urethroscope can be introduced it may be 
possible to visualize the growth. Biopsy clinches the 
diagnosis. 

Since the majority of the cages are seen quite late 
in the development of the tumor, about one-third of 
them present evidence of lymphatic involvement at 
the time of the first examination. The prognosis is 

oor. 
‘ The operation performed in the case reported by 
the authors was as follows: 

Under spinal anesthesia a circular incision was 
made in the vestibule of the vagina around the ure- 
thral meatus, and by means of the electrical cutting 
needle the entire urethra was dissected out from its 
bed and cored from its sphincteric bed. It was then 
completely amputated from the bladder at the 
vesical neck. After its removal a catheter was passed 
into the bladder, a series of pursestring sutures were 
introduced around the vesical neck and in the tissues 
of the vaginal vestibule, and each suture was tied 
firmly to hug the catheter. The flaps of vaginal 
mucosa were then approximated around the catheter 
and the latter was stitched into the vaginal wall and 
the labia majora. 

While several types of treatment have been advo- 
cated for this condition, it appears that the best 
procedure is complete excision of the growth, includ- 
ing the inguinal lymph nodes when they are involved 
and followed by thorough irradiation of the inguinal 
regions and the site of the tumor. 

If complete extirpation of the urethra is indicated, 
this can be done without causing urinary incon- 
tinence. 

The authors advocate the formation of a supra- 
pubic fistula as a preliminary step to the complete 
extirpation of the urethra. 

C. Travers Stepita, M.D. 


GENITAL ORGANS 


Walker, K. M.: Treatment of the Malignant Pros- 
tate. Brit. M. J., 1936, 1: 201. 


While the treatment of benign prostatic hyper- 
trophy with obstruction has made great progress in 
the past twenty years, the treatment of prostatic 
obstruction due to malignant disease is disappoint- 
ing. This is especially unfortunate since it is found 
that from 13 to 25 per cent of prostatic enlargements 
are malignant. As in the treatment of carcinoma 
elsewhere in the body, the ideal treatment of carci- 
noma of the prostate would be radical removal with 
the scalpel. Walker cites the report of Young, an 
advocate of radical perineal prostatectomy, on 
fifty cases of carcinoma of the prostate in which the 
operative mortality was 8 per cent, thirty-three of 
the survivors were alive and well five or more years 
after leaving the hospital, thirteen had survived 
seven or more years without a recurrence, and 
eleven died with metastases. The statistics of sur- 
geons using the suprapubic route are generally less 
complete and appear to show less satisfactory re- 
sults. However, in 1928, Marion pointed out that 
the ultimate results of the use of one route are as 
gocd as those of the use of the other for in neither 
the suprapubic nor the perineal operation can the 
lymphatics be well dealt with. Most surgeons agree 
that the radical operation yields disappointing re- 
sults, and few are prepared to attempt it except in 
the earliest stages. While Mintz and Smith reported 
the finding of lymphatic spread in 60 per cent of 
cases at autopsy and Pasteau reports the incidence 
of lymphatic extension as 80 per cent, the opponents 
of radical operation point out that carcinoma of the 
prostate usually has a very slow growth, and it is by 
no means uncommon for patients relieved of obstruc- 
tion to survive for a period of five years or more. 

The author says that the secondary type of carci- 
noma, the prostate which was once benign and is now 
arousing the suspicion of malignancy, should be 
promptly extirpated. Recent statistics have shown 
that 14 per cent of benign enlargements undergo 
malignant change. Therefore if surgery were limited 
to such enlargements alone it would have an impor- 
tant place in the treatment of malignant disease. 

As success in surgery depends upon early diag- 
nosis, it is important to know the signs of early 
invasion of the prostate by malignant disease. The 
most important of these is the presence of a hard 
area in the prostate. However, as such an area may 
be a malignant deposit, a prostatic calculus, or a 
collection of distended acini surrounded by indura- 
tion, an X-ray examination should always be made, 
not only to rule out the calcification of a benign nod- 
ule in the prostate, but also to eliminate the pos- 
sibility of the spread of a carcinoma to the bones of 
the pelvis or the vertebra. Anesthesia should be 
induced for the examination as it facilitates the 
study of a prostatic mass, especially if it is small. 

Another sign of diagnostic importance is indura- 
tion of the vesicles. While this may occur frequently 
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in association with a benign prostate, its discovery 
should always be regarded with suspicion. A third 
aid in the early diagnosis of prostatic carcinoma, the 
value of which has not yet been confirmed by others, 
may be the character of the expressed prostatic se- 
cretions. Mulholland states that in the prostatic 
smear from malignant disease there are found cells 
about two or three times the size of an ordinary 
polymorphonuclear leucocyte. These cells tend to 
occur in clumps, and are often so closely packed to- 
gether that their outline is distorted. 

It is usually the prostate with benign hypertrophy 
undergoing malignant change that is subjected to 
removal. In this type, infiltration of the capsule 
occurs later than in primary carcinoma beginning in 
the posterior lobe. When the prostate cannot be 
removed with the finger alone, it can generally be 
removed by a combination of enucleation and dis- 
section. Sometimes it is the difficulty in enucleation 
and the cartilagenous feel of the prostate that con- 
firm what up to the moment was only a suggestion of 
malignancy. Under such circumstances every effort 
should be made to remove not only the entire gland 
but also the vesicles, since extension to the latter 
structures occurs early inthe disease. Moreover, the 
capsule, which in such cases is difficult to remove 
completely, will often be the site of malignant infil- 
tration. For the treatment of this residuum in the 
capsule both radium and deep X-ray irradiation 
may be used. As the introduction of either needles 
or radon seeds is attended by some difficulty and 
followed by only fair results, the use of deep X-ray 
therapy should be prescribed as soon as the patient 
has recovered from the operation. In the treatment 
of inoperable carcinoma of the prostate, surgery is 
limited to the relief of obstruction. The advances 
that have been made in transurethral resection for 
prostatic obstruction have given us a method of 
relief which has many advantages over the estab- 
lishment of a permanent suprapubic drain. The 
objection has been raised that in carcinoma of the 
prostate transurethral resection may stimulate the 
growth of the carcinoma, but this objection is of 
only theoretical importance as it has not been proved 
by experience. Hemorrhage is less likely to be a fac- 
tor of importance in this type of operation than in 
cases of benign enlargement. However, the author 
believes that transurethral resection should be re- 
served for the scirrhous small prostate, and that for 
the larger type of prostate suprapubic drainage is 
preferable. In cases in which pain is severe and un- 
controllable, often perhaps from invasion of the nerve 
trunks, it may be necessary to resort to resection of 
the presacral nerves and to chordotomy. 

D. Hotmes, M.D. 


Christoffersen, W. G., and Owen, S. E.: Neoplasms 
in Cryptorchids. Am. J. Cancer, 1936, 26: 259. 
WBAlthough the opinion has long been held that 
undescended testicles are especially prone to under- 
go malignant change, neoplasms in such testicles are 
rare. As in all malignant neoplasms of the testicle, 
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the prognosis of neoplasms of the undescended tes- 
ticle is poor and the mortality high. The authors 
report five cases of malignant tumor occurring in 
undescended testicles. In all, a quantitative bio- 
assay of the urinary prolan was carried out. 

In the past, the diagnosis of teratoma in unde. 
scended testicles was difficult and the prognosis 
correspondingly poor. By the time the growth was 
physically evident, it was usually so large and in- 
volved other regions and organs so extensively that 
the outlook was most unfavorable. The diagnosis 
was difficult even when the growth was located in 
the scrotal sac, where it could be studied more 
accurately. However, the differential diagnosis of 
all teratomas has become relatively simple since 
the recent adoption of the quantitative assay for 
Prolan A, the sex hormone of the anterior lobe of the 
pituitary gland, in the urine. Zondek, Ferguson, 
Cutler and Owen, and others have shown that tera- 
toma is associated with an excessive output of pro- 
lan in the urine. It has been demonstrated also that 
proper irradiation or surgical treatment of such 
tumors is invariably followed by a decrease, while 
recurrences or metastases are associated with an in- 
crease in the prolan in the urine. Occasional cases 
are found which seem to be resistant to treatment, 
the prolan either remaining fairly constant or in- 
creasing. Such cases always call for an extremely 
conservative prognosis. 

While the personal and family history, especially 
as regards tuberculosis and syphilis, is of value in 
cases of teratoma of the undescended testicle the 
usual signs of teratoma in the normally descended 
testicle are absent (Carlton, Wade). Such signs as 
swelling, a dragging sensation in the groin, edema of 
the legs, atrophy of the other testicle, and retraction 
of the penis, which characterize intrascrotal tera- 
tomas, are not readily interpreted in cases of neo- 
plasms of undescended testicles. An abdominal 
mass may be palpated and nodules may be demon- 
strable roentgenographically in the lungs, but other 
signs are likely to be misleading. 

Survival for four years and longer has been re- 
corded. Its reported incidence ranges from 1 to 20 
per cent, but the authors believe that not over 10 per 
cent of the patients live more than three years. 

It is generally agreed that orchidectomy with or 
without the removal of the lymphatics along the in- 
ferior vena cava and aorta is the preferred method of 
surgical attack. With others, the authors believe 
that deep X-ray or radium therapy should be used 
from three to six weeks preceding operation. Rather 
full doses should be given. It is best also to follow 
operative procedures with additional irradiation 
when possible. Biological assay of the urine for 
prolan is essential before and after irradiation, 
immediately after operation, and, in order to obtain 
a clear picture of possible recurrences and metastases 
and to determine the approximate rapidity of their 
growth, at, at least, monthly intervals thereafter 
Metastases are usually evident early and should be 
treated by irradiation. 
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When irradiation is indicated by the Prolan-A 
findings and other evidence, the pre-operative treat- 
ment consists, in general, of the administration of 
approximately 1,500 r to the tumor area. A com- 
plete course of postoperative irradiation may con- 
sist of approximately 200 r to the stump or the site 
of operation, 3,000 r to the abdomen, through both 
anterior and posterior fields, and about 3,000 r 
divided between anterior and posterior fields of the 
chest when this is indicated by the roentgen or other 
findings. 

The division of dosage, the filtration, and the dis- 
tance indicated vary somewhat with the individual 
case. The filtration employed in the authors’ cases 
was I mm. of copper and 2 mm. of aluminum; the 
voltage, 200 kv.; and the current, 25 ma. In the 
treatment of the abdomen and chest the target-skin 
distance was 70 cm. The output was 14 r per min- 
ute, and the exposure about twenty minutes every 
second day. In the treatment of the stump or pri- 
mary tumor area a target-skin distance of 50 cm. 
was employed with filtration by o.5 mm. of copper 
and 2 mm. of aluminum. The output was 39.8 r per 
minute, and the exposure about ten minutes every 
second day. 

Because of the obscure nature of tumors of un- 
descended testicles early diagnosis has been ex- 


tremely difficult. With the use of the quantitative 
Prolan-A test it seems unquestionable that such 
tumors can be recognized in an early stage, long 
before marked clinical symptoms develop. The 
authors suggest that this test be used in all cases pre- 
senting a suggestive history. However, a positive 
finding is of less importance than the steady increase 
in the prolan output in these cases when they are 
untreated. 

It is recognized that some of the teratomas of the 
mixed adult type may be extremely resistant to 
irradiation. An accurate histological classification 
should therefore be attempted, as it is well known 
that the seminoma group are relatively radiosensi- 
tive. A decrease in Prolan A following irradiation 
indicates sensitivity, although some cases of tumors 
which, according to the histological findings, should 
be radiosensitive, still show a high prolan test. Such 
cases always have a grave prognosis. 

In following the patients after their discharge it 
is possible to utilize for assay specimens of urine 
sent by mail. Mailing tubes equipped with 3-oz. 
bottles each containing 1 drop of tricresol as a pre- 
servative may be supplied to discharged patients at 
regular intervals. In this manner at least one type 
of check can be obtained on patients at a distance. 

C. TRAvers Stepita, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hanke, H.: Osteodystrophic Diseases and Their 
Differentiation (Osteodystrophic Erkrankungen 
und ihre Begrenzung). Deutsche Ztschr. f. Chir., 
1935, 245: 641. 

The various diseases designated by the term 
“‘osteodystrophia fibrosa”” must be differentiated 
clinically, roentgenologically, and etiologically. This 
statement applies not only to the so-called gen- 
eralized conditions—Recklinghausen’s disease and 
Paget’s disease—but also to osteodystrophia cystica 
juvenilis and the benign solitary giant-cell tumors 
which have been collectively termed “localized 
osteodystrophia fibrosa.”’ 

The author doubts that there is a direct primary 
relationship between parathyroid tumor formation 
and Recklinghausen’s osteitis fibrosa. Experiments 
carried out by him, especially those causing a meta- 
bolic change in the sense of acidosis, suggest the 
possibility of a primary metabolic origin of Reck- 
linghausen’s disease. If the condition is due to a 
metabolic disturbance, parathyroid tumors must be 
regarded as at first secondary regulatory formations 
which assume the apparently primary specific rdéle 
in the disease only in the later stages. The im- 
portance of hypercalcemia must be estimated with 
great reserve in the diagnosis. However, in the 
future also it will be advisable to break the assumed 
vicious circle by removing the parathyroid tumor. 

Paget’s disease, in contradistinction to Reckling- 
hausen’s disease, is not a true systemic bone disease. 
According to experience to date, there is no endo- 
crine cause for the condition. The author reports 
for the first time the important observation of 
Paget’s disease in four brothers, which suggests a 
constitutional factor in this condition. Heredity 
must be studied in Paget’s disease more carefully 
than formerly. The roentgenograms of the four 
brothers are presented. Although the calcium con- 
tent of the blood of these brothers was rather high, 
the importance of determinations of the blood cal- 
cium in the differential diagnosis must not be over- 
rated. Surprisingly, determinations of Vitamin A 
in Paget’s disease which were made by Schneider 
and Widmann showed a marked decrease to total 
absence. Therefore a deficiency of Vitamin A as a 
causative factor and the possibility of supplying 
Vitamin A in the treatment must be considered. 

In so-called localized osteodystrophia fibrosa the 
solitary cysts (especially in the metaphyses of the 
long bones) and the solitary benign giant-cell tumors 
(especially in the epiphyses of the long bones) con- 
stitute disease entities which in the future must be 
differentiated also clinically more sharply than 


heretofore. The etiological factors and the impor. 
tance of trauma are not yet clear. It is unknown 
also whether the giant-cell tumors are formed by a 
resorptive-reactive process (Lubarsch) or are true 
benign blastomas (Ewing). 

Disturbances of calcium metabolism and para- 
thyroid tumors have not been demonstrated even in 
the polyostotic forms of osteodystrophia cystic 
juvenalis (Schinz, Uehlinger). 

The treatment of solitary cysts as well as of soli- 
tary benign giant-cell tumors depends upon the site 
of the lesions. Because of the benign character of 
these formations, mutilating operations are no 
longer justifiable. Limitation of the treatment to 
conservative surgical measures is also to be rejected. 
Modern plastic methods yield good results and are 
to be recommended especially for extensive cystic 
and tumor formations. Roentgen therapy should be 
employed only as a supplementary procedure and 
then only for giant-cell tumors. It should not be 
used for recurrences of such tumors. 

The author reports five cases of juvenile cysts and 
one case of giant-cell tumor of the patella. 

(HELLNER). Martatas J. SEIFERT, M.D. 


Compere, E. L.: Pathological and Biochemical 
Changes in Skeletal Dystrophies: An Analysis 
of the Results of Treatment of Parathyroid 
Osteosis. Arch. Surg., 1936, 32: 232. 

On the basis of the literature and the findings of 
investigations made by himself and his associates in 
a series of 124 cases in which the diagnosis was con- 
firmed by the discovery of a parathyroid tumor at 
operation or autopsy, the author concludes that 
parathyroid osteosis may be regarded as a definite 
clinical syndrome. Osteodystrophy of this type is 
due to hyperparathyroidism associated with an ad- 
enomatous tumor of one or more of the parathy- 
roid glands. It was found at postmortem examina- 
tion in all cases and at operation in nearly all cases 
which have been reported since it was first described 
by Mandl. It is a chronic progressive disease which 
is accompanied by pain, fractures, and disabling de- 
formities, and may be fatal. Examination reveals 
generalized demineralization of the bones of the 
skeleton, and frequently multiple foci of osteitis 
fibrosa with or without benign giant-cell tumors and 
cysts. 

While local or regional osteitis fibrosa, osteitis 
deformans, osteogenesis imperfecta, osteomalacia, 
rickets, and ankylosing polyarthritis are clinically, 
roentgenologically, and pathologically somewhat 
similar to parathyroid osteosis, a difference in the 
biochemical manifestations of these conditions is 
demonstrated in studies of the mineral metabolism. 
Parathyroid osteosis is characterized by a high cal- 
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cium content of the serum, a low percentage of phos- 
phates in the plasma, an increased excretion of cal- 
cium in the urine, and a negative calcium balance. 
It must be borne in mind, however, that hyperplasia 
of the parathyroid glands may bea purely compensa- 
tory enlargement resulting from a deficiency in the 
absorption of calcium from the bowel such as occurs 
in osteomalacia and rickets, in which the parathy- 
roid glands are often greatly enlarged. The enlarge- 
— disappears when the calcium deficiency is cor- 
rected. 

Clinical improvement following parathyroidec- 
tomy in cases of ankylosing polyarthritis has been 
reported, but in the author’s opinion, a review of the 
cases fails to reveal a true adenoma of the parathy- 
roid glands and the hyperplasia was compensatory. 
There have been no reports of parathyroid gland 
tumor in Paget’s disease, and there is no conclusive 
evidence that this condition is due to hyperparathy- 
roidism. Ballin classifies dyschondroplasia with 
parathyroidism, but biochemically there is no evi- 
dence to support this classification. 

The characteristic symptoms and signs in para- 
thyroid osteosis are progressive muscular weakness; 
pain in, or bowing of, the weight-bearing extremi- 
ties; and general lassitude. Osteoporosis is found in 
all cases. Turnbull described the microscopic patho- 
logical changes in the bones in detail. Lacunar re- 
sorption predominates. The other changes are 
fibrosis of the marrow and the formation of osteo- 
clastomas and cysts in about so per cent of the cases. 

Since parathyroid osteosis is the result of excessive 
secretion of the parathyroids due to enlargement and 
adenoma, the treatment should obviously consist 
first of removal or destruction of the tumor. As 
death has sometimes resulted from tetany, it is essen- 
tial to leave at least 2 normal parathyroid glands 
intact. Experimental evidence indicates that im- 
provement is obtained and the function of the normal 
parathyroid glands is not disturbed by roentgen ir- 
radiation. It is suggested, therefore, that this pro- 
cedure may be a safe method of destroying the 
adenoma. However, it must be tried in a much larger 
series of cases before definite conclusions can be 
drawn. After ablation of the tumor, tetany may be 
prevented or controlled by the administration of cal- 
cium by mouth or intravenously, the injection of 
parathyroid extract, or both. The administration of 
calcium by mouth should be continued for at least 
a year, and the diet should include foods rich in 
calcium. 

Early diagnosis and prompt removal of the para- 
thyroid adenoma are desirable for the prevention of 
extensive damage of the kidneys. 

S. Reicu, M.D. 


Stookey, P. F., Scarpellino, L. A., and Weaver, 
J. B.: Immunology of Osteomyelitis. Arch. 
Surg., 1936, 32: 494. 

The authors believe that susceptibility to osteo- 
myelitis is dependent on the absence of immuno- 
logical defense. Such defense is the chief factor in 
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susceptibility, acuteness, and chronicity, and may 
determine the mortality and the tendency toward 
recurrence. 

This article is limited to a consideration of hema- 
togenous osteomyelitis. In over 90 per cent of the 
cases of the condition the staphylococcus is the in- 
vading organism and is obtained in pure culture. 
Pigment-producing strains predominate. In every 
case, osteomyelitis is at first a bacteriemia. In the 
majority of cases the blood eventually sterilizes 
itself, the invading bacteria becoming localized in 
certain bones. If the infection is virulent and the 
body defenses are inadequate, multiple bones may 
become involved with re-appearance of the bacteria 
in the blood. 

Ninety per cent of the deaths occur in the first 
two weeks of the disease. This fact must be inter- 
preted as indicating the lack of a defensive mech- 
anism since, after sufficient time has elapsed for the 
elaboration of immune substances, the mortality 
drops sharply. 

Most. observers concede that osteomyelitis de- 
velops subsequently to a minor abrasion or staphy- 
lococcic infection occurring in the skin. Of 71 
strains of staphylococci obtained from patients 
with severe infections, 64 showed a demonstrable 
toxin. It can be postulated that invasion of the 
human body is due only to potentially virulent 
staphylococci of the cutaneous flora. 

Investigations by the authors and others show 
that a free toxin is present in osteomyelitis and that 
many of the symptoms of the condition are attribut- 
able to a toxemia. Postmortem examination of 
patients dying in the first two weeks of the disease 
shows histological changes pointing to extreme 
toxemia. 

The authors have studied the toxin-forming 
properties of 27 strains of staphylococci obtained 
from cases of osteomyelitis. Of 29 cases, the staphy- 
lococcus was isolated in 27. Of the 27 cultures, 23 
were hemolytic; 22, necrotic; 3, non-hemolytic; and 
5, non-necrotic. If hemolysis is considered evidence 
of the formation of a toxin, these findings indicate 
that in 24 of the 27 cases of staphylococcic osteo- 
myelitis the invading organisms were toxin formers. 
These organisms were obtained from persons with 
acute hematogenous osteomyelitis or an acute re- 
currence at the time of operation. No culture from 
draining sinuses was used in the study. 

In experiments in immunization carried out with 
staphylococcus toxin on rabbits and other experi- 
mental animals, it was found that the laboratory 
animal requires approximately two weeks to develop 
an immune response to free staphylococcus toxin 
used as an antigen. 

The beneficial results obtained in the treatment 
of acute osteomyelitis by the transfusion of blood 
from an adult donor may be due in part to the titer 
of staphylococcus antitoxin consistently present in 
the blood serum of the adult. 

In a study made by the authors of the blood of 
100 persons whose histories were unknown, the 
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staphylococcus antitoxin titer was found to average 
1:16. In the measurement of the antitoxin of per- 
sons suffering from chronic osteomyelitis, the titer 
was found to be as high as 1:4,000, and the average 
many times the normal. 

Commercial staphylococcus antitoxin now avail- 
able for experimental use shows an antihemolytic 
titer approximately 700 times that of ordinary blood 
serum. A potent staphylococcus toxin will measure 
from 5,000 to 7,000 dermonecrotic doses per cubic 
centimeter. This antitoxin is the concentrated 
pseudoglobulin fracture of horse serum, in which 
the immune substances are carried. 

The high titer of available staphylococcus anti- 
toxin immediately suggests the possibility of the 
therapeutic use of this antitoxin to obtain passive 
immunization. The fact that the immune titer of 
antitoxin is much higher than that of ordinary adult 
blood used in transfusion to combat toxemia and 
destruction of blood should indicate that this pro- 
cedure is worthy of serious consideration. The pro- 
nounced early anemia so frequently observed is 
strong presumptive evidence that the invading 
organism is toxigenic and has marked hemolytic 
properties. The fact that the natural antitoxin does 
not appear ir. great quantities until after the second 
week of the infection, and the fact that the majority 
of deaths from osteomyelitis occur in the first two 
weeks of the disease indicate that the optimum time 
for antitoxin therapy is early in the course of the 
infection. This is indicated also by the fact that 
material obtained at autopsy from patients dying 
early in the course of the disease and from rabbits 
dying from lethal doses of toxin shows marked toxic 
degeneration, particularly in the heart, kidneys, and 
liver. When once the blood stream has become 
sterile, the process has become localized in the bone, 
and the body defenses have reacted to the antigen 
there is little to be expected from the administra- 
tion of antitoxin. 

The possibility of active immunization by means 
of a staphylococcus toxoid has received some atten- 
tion. The authors believe that the immune titer is 
definitely raised by this means. 

Norman C. Buttock, M.D. 


Green, W. T., and Shannon, J. G.: Osteomyelitis 
of Infants: A Disease Different from Osteomye- 
litis of Older Children. Arch. Surg., 1936, 32: 462. 


Osteomyelitis in children under two years of age 
has usually been considered a rare disease not essen- 
tially different from osteomyelitis in older children. 
According to the authors’ findings in a review of 
95 cases treated at the Children’s Hospital, Boston, 
in the last twenty-nine years, this theory is incorrect. 

The mortality in the entire series of cases was 21 
per cent. In the cases of infants under six months 
it was 45 per cent, and in those of infants over six 
months and under two years of age it was 14 per 
cent. 

Osteomyelitis is reported as being most common 
between the ages of eight and sixteen years. 
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According to the authors’ experience, the condi- 
tion is not rare in the younger group of children. 
This is emphasized particularly by the fact that in 
the Children’s Hospital, Boston, in which the age 
limit is twelve years, there were more patients 
under than over two years of age during the last 
two years. The authors are of the opinion that this 
does not represent the true relative age incidence, 
but suggests that osteomyelitis in this group is not 
unusual. 

In the 95 reviewed cases 121 bones were involved. 
The condition occurred in the femur in 48 cases, in 
the tibia in 18, in the humerus in 16, and in other 
bones in smaller numbers. Multiple lesions were 
present in 12 cases. In 3 cases there were 4 or more 
lesions. 

In most cases the more rapidly growing end of 
the bone was involved. In only 12 of the 48 cases of 
involvement of the femur was the lesion in the 
upper end of the bone. In 7, the neck, and in 3, the 
greater trochanter was involved. In the radius, in 
which growth occurs chiefly at the lower end, the 
lesion occurred in the lower end in all of the 9 cases 
of radial involvement. In the tibia, in which growth 
is a little more rapid at the upper than at the lower 
end, the upper end was involved in 11 cases and the 
lower end in 7. 

The relationship of antecedent extra-osseous in- 
fection was striking. In 52 (approximately 55 per 
cent) of the cases the occurrence of a preceding in- 
fection was proved either by a definite history or by 
the physical findings at the time of the patient’s ad- 
mission to the hospital. In 43 cases it was either 
doubtful or not included in the history. It is pos- 
sible that in many instances the person recording 
the history neglected to inquire regarding recent 
infection. 

Infection of the respiratory tract was present in 
28 patients, approximately one-half of the 52 known 
to have had an antecedent infection. Of these 28, 
20 had a cold, bronchitis, or a sore throat; 3, pneu- 
monia with or without empyema; 2, otitis media; 
and 3, infection of the respiratory tract and other 
abscesses. A history of antecedent infection of the 
respiratory tract was given in 30 per cent of the 
total number of cases. 

In 13 cases, one-fourth of those with a known 
antecedent infection and approximately 14 per cent 
of the entire group, there had been antecedent 
cutaneous lesions. The lesions were furuncles in 4 
cases, infected wounds, including burns, in 4, 
impetigo in 2, and paronychia and eczema in 1 case 
each. 

In the cases of 4 patients in the first weeks of life, 
omphalitis was present. Miscellaneous infections 
included measles (3 cases), chickenpox (2 cases), 
gonococcic septicemia of maternal origin (1 case) 
and congenital syphilis (1 case). 

Five of the patients were suffering from acute 
rickets, and 2 were mongolian idiots. As is well 
known, the resistance of mongolian idiots to infec- 
tion is poor. 
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Sixteen (17 per cent) of the patients gave a history 
of local injury of minor degree. Of these, 10 did not 
have a history of antecedent infection. 

Of a series of cases in children from two to twelve 
vears of age, the offending organism was the staphy- 
lococcus aureus in 91 per cent, whereas in the cases 
of infants, the streptococcus hemolyticus was by 
far the predominant organism. In 48 (63 per cent) 
of the cases there was a streptococcic infection. In 
nine-tenths of these the organism was the strepto- 
coccus hemolyticus. Staphylococci were found to 
be present in 22 (30 per cent) of the cases. Of these, 
the staphylococcus aureus was present in all except 
2. In the latter, the staphylococcus albus hemo- 
lyticus was found. In 3 cases the pneumococcus 
was present, and in 1 case the gonococcus was iden- 
tified by smear and culture. 

In 22 of the 25 cases with a history of antecedent 
infection of the respiratory tract in which a culture 
was made, the osteomyelitis was due to the strepto- 
coccus. The pneumococcus and the staphylococcus 
aureus were present in 2 cases each. 

In the 48 cases in which a culture of streptococcus 
was obtained there were 10 deaths, the mortality 
being therefore 20 per cent. In the 22 cases in which 
a culture of staphylococcus was obtained there were 
7 deaths, a mortality of 32 per cent. Of the 23 in- 
fants under six months of age, ro had a streptococcic 
infection and 6 (60 per cent) of these 10 died. Of 5 
which had a staphylococcic infection, 2 (40 per cent) 
died. This suggests that streptococcic osteomye- 
litis is relatively more virulent in infants under six 
months of age than in older infants. 

The early clinical picture of acute osteomyelitis 
in infants is not essentially different from the early 
clinical picture of the condition in older children. 
It is characterized by acute illness with the general 
systemic manifestations provoked by sepsis to- 
gether with local pain and sensitivity of the in- 
volved part. The severity of the onset and subse- 
quent illness is as variable as in older children. 

In the reviewed cases the local findings recognized 
earliest were protection and muscle spasm. Tender- 
ness at the metaphysis is not a reliable sign in 
children although, with patience, definite informa- 
tion regarding it may usually be obtained. In in- 
fants, local edema comes on more rapidly than in 
older persons and is much more diffuse; in fact, the 
entire extremity may be swollen from a process in- 
volving a single bone, even when the infection has 
not perforated the periosteum. While the swelling is 
usually maximal at the site of the lesion, it is often 
not localized enough to define the area involved. 

The differential diagnosis may be difficult before 
roentgenographically demonstrable changes occur 
in the bone. The more confusing possibilities are 
sepsis of the joint and infection of the soft tissues. 
Scurvy with infection elsewhere and syphilis are 
less confusing. Rheumatic fever does not come into 
consideration in the cases of such young patients. 

Roentgen examination is of more diagnostic aid 
in the cases of infants than in those of older children 
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or adults as in infants the lesions are visible at a 
somewhat earlier stage of the disease. Occasionally 
the roentgen demonstration of edema in the soft 
tissues is helpful. In the differential diagnosis 
roentgenograms may aid by demonstrating the dis- 
tended capsule of a septic joint or suggesting the 
presence of scurvy or syphilis. 

In 82 cases of acute osteomyelitis there were 18 
deaths, a mortality of 22 per cent. Seventy-one of 
the 82 patients were operated upon. Of the rr who 
were not treated surgically, 3 were moribund when 
they were admitted to the hospital and died almost 
immediately thereafter. Fifteen of the deaths 
occurred in the cases in which operation was per- 
formed. 

The average period of hospitalization of the pa- 
tients who recovered was six weeks. In only 6 in- 
stances was the patient admitted to the hospital 
more than once. 

Sequestration was comparatively rare. Seques- 
trectomy was necessary in only 6 cases. These were 
the only cases in which gross sequestra were present, 
but in 2 cases of osteomyelitis of the neck of the 
femur there was gradual absorption of the head 
after healing of the sinus. 

The most common complications were lesions of 
other bones, sepsis of joints, pneumonia, and fascial 
and visceral abscesses. Twelve patients had lesions 
of more than 1 bone. Sepsis of joints occurred in 
11—in 9, by apparent extension from an adjacent 
bone, and in 2, as a metastatic lesion without evi- 
dent involvement of adjacent bone. 

Of the 20 patients who died, 10 came to autopsy. 
With 1 exception, all of this group had demonstrable 
septicemia. Eight had multiple abscesses. The 
organs usually involved were the liver, heart, kid- 
neys, lungs, and skin. All but 1 had broncho- 
pneumonia. This was particularly extensive in the 
2 patients who did not have multiple abscesses. 
However, bronchopneumonia is observed rather 
commonly at autopsy. In 1 case the pneumonia was 
considered terminal. Two of the patients with 
multiple abscesses had vegetative endocarditis. 

The authors have been able to determine the 
present condition of 41 of the 46 patients still living 
who were treated on the orthopedic service. Only 
2 present any evidence of residual osteomyelitis. 
In 1 of the latter the condition is recent and healing 
is taking place. In the other there are no symptoms. 
In all but 1 of these patients the deformity was due 
to involvement of a joint. In many of the cases of 
extensive destruction during the acute process evi- 
dence of the original lesion can be found in roent- 
genograms only with difficulty, and in several not 
at all. 

The contrast between the picture of the disease 
in younger and older children is emphasized further 
by the relatively brief duration of the disease in 
infants, with rapid healing, infrequent sequestra- 
tion, and rarity of recurrence. 

With regard to treatment the authors classify the 
reviewed cases into 2 groups: 71 cases in which 
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operation was performed and 11 cases in which the 
treatment was non-surgical. The first group in- 
cluded 37 cases in which drainage of the bone was 
done by a surgical procedure directly on the bone 
and 34 cases in which it was established indirectly 
without surgical attack on the bone itself. In the 
first of these subgroups there were 7 deaths, and in 
the second, 8. 

The authors believe that in cases of osteomyelitis 
of the neck of the femur in children the patient 
should be kept under careful observation, a conserva- 
tive attitude should be taken, and surgery may fre- 
quently be avoided. 

They ascribe the differences between osteomye- 
litis in infants and osteomyelitis in older persons to 
certain anatomical and physiological features of the 
bones. 

Rather than operate on the patient at the earliest 
possible moment, particularly when the site of the 
lesion cannot be definitely localized or operation is 
contra-indicated by the general condition, the au- 
thors immobilize the part, usually with poulticing, 
and give general supportive therapy. Almost with- 
out exception the children have shown improve- 
ment under this regimen. When once the site of the 
lesion is definitely recognized and the child is con- 
sidered a good surgical risk or there is no possibility 
of improving his condition further without surgery, 
operation should be considered. 

In the authors’ cases the wound is packed with 
petrolatum gauze and the part immobilized in a bi- 
valved plaster cast. Dressing of the wound is de- 
layed until granulations have formed, usually from 
seven to fourteen days after the operation, in order 
that it may be accomplished without trauma. After 
the formation of granulations dressings are done at 
about weekly intervals, with replacement of the 
petrolatum gauze until it can no longer be intro- 
duced. 

In 20 cases treated in this manner there was only 
1 death—that of an infant three weeks old with 
primary omphalitis, staphylococcus aureus septi- 
cemia, multiple visceral abscesses, and involvement 
of 6 bones. Norman C. Buttock, M.D. 


Jessop, W. J. E.: Generalized Osteitis Fibrosa. 
Trish J. M. Sc., 1936, 122: 59. 


In generalized osteitis fibrosa there is hyperac- 
tivity of the parathyroids associated with hyper- 
plasia resulting in excessive parathyroid secre- 
tion. Under the influence of the excess of para- 
thyroid hormone, calcium salts are mobilized from 
the skeleton and the bones suffer loss of strength 
resulting in deformity and spontaneous fractures. 
Roentgen examination of the bones reveals a gen- 
eralized lack of density and localized cyst formation. 
On examination of an involved bone after its re- 
moval the cysts are visible and the bone can often 
be cut easily with a knife. Microscopic examination 
shows that the bone has been replaced by fibrous 
tissue. There is considerable osteoporosis. The 
arrangement of the osteoclasts and osteoblasts pre- 
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sents evidence of absorption and new bone forma- 
tion. These two processes often proceed in an irreg- 
ular manner, and the new bone rarely shows a 
normal arrangement of the haversian systems. The 
amount of calcium in the blood and the excretion of 
calcium salts, especially in the urine, are increased. 
The necessity for maintaining osmotic equilibrium 
in the kidney leads to polyuria accompanied by 
thirst. The effort of the organism to bring about 1 
compensatory increase in new bone formation re- 
sults in an increase in the concentration of phos- 
phatase in the plasma. 

The disease is most common in women between 
the ages of thirty and sixty years, and is often 
accompanied by weakness, loss of weight, a hypo- 
chromic anemia, and much pain and tenderness in 
the bones or joints. Pronounced changes are found 
in the skull, which becomes enlarged with promi- 
nence of the forehead. On roentgen examination 
the calvarium is found thickened and mottled; the 
outline is indefinite (‘“fuzzy’’) with poor definition of 
the outer and inner tables. In some cases a tumor 
of the mandible is a striking feature. Deposits of 
calcium salts are often found in other parts of the 
body. When situated in the renal pelvis, ureter, or 
bladder, they have sometimes been the cause of the 
initial complaint. Diffuse deposits of calcium in the 
renal cortex may be shown in the roentgenograms. 
Impairment of renal function may accompany such 
deposits or occur in the absence of deposits or 
calculi. Hunter noted that the proportions of cal- 
cium and phosphorus in a renal calculus removed 
in one of his cases were almost identical with those 
in bone. 

The dramatic improvement which follows re- 
moval of the parathyroid tumor is striking. The 
blood calcium falls almost immediately, often so 
rapidly that symptoms of tetany supervene and 
require treatment by injections of calcium gluconate, 
calcium chloride, or parathyroid extract. The blood 
phosphate rises more slowly. The excessive excre- 
tion of calcium stops within a few days. The pain 
and tenderness in the bones cease. Anemia and 
muscular atony are corrected, and strength and 
weight are regained rapidly. Bone cysts may de- 
crease in size, and no further spontaneous fractures 
occur. 

The total number of cases recorded to date is 
variously estimated at between 50 and roo, but the 
higher figure probably includes many cases in which 
the parathyroid enlargement was found after death 
and atypical cases in which slightly enlarged or 
normal parathyroids were removed. While the 
finding of a parathyroid tumor at autopsy is sig- 
nificant, the most perfect demonstration of the 
relationship of such a tumor to the bone condition 
is the dramatic improvement which follows removal 
of the neoplasm during life. 

The author reviews 25 cases collected from the 
British and American literature and reports the 
clinical, chemical, roentgen, and _ postoperative 
findings in 3 .cases of -his own. 
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Although the disease is primarily a general dis- 
turbance of calcium metabolism and in isolated in- 
stances bone changes may not be prominent, in the 
great majority of cases marked skeletal alterations 
are the outstanding abnormality. The condition 
must therefore be differentiated from localized 
osteitis fibrosa, Paget’s disease, multiple myeloma, 
osteomalacia, rickets, the osteoporosis of Graves’ 
disease, and senile osteoporosis. 

In cases of localized osteitis fibrosa there is no in- 
crease in the serum calcium or the calcium output, 
and the plasma phosphorus and phosphatase are 
found to be normal. 

In Paget’s disease the serum calcium, plasma 
phosphate, and calcium excretion are normal, but 
the plasma phosphatase is always very high. His- 
tological examination of the bones shows porosis 
with simultaneous absorption and deposition, but 
these processes proceed more slowly than in gen- 
eralized osteitis fibrosa. Newly formed trabecule 
show a preponderance of lamellar over woven bone 
and a great excess of small fibril systems. 

Osteomalacia is characterized by pain and de- 
formity of the bones. The serum calcium in this 
condition may be normal or low. Tetany is not un- 
common. The plasma phosphate may be low or 
normal, and the phosphatase may be high. The 
calcium excretion on a diet low in calcium may be 
normal. Histological examination shows great 
thickness of osteoid zones in spite of diminished 
osteoblastic activity. This is due to defective calci- 
fication. The disease is the result of deficient ab- 
sorption of calcium due to a lack of Vitamin D in 
the diet, and is cured by sunlight or the administra- 
tion of irradiated ergosterol or cod liver oil and an 
adequate diet. 

Rickets will generally be ruled out by the age of 
the patient. In all cases the findings of chemical, 
roentgenological, and histological examination are 
characteristic. 

In the osteoporosis of Graves’ disease the serum 
calcium and calcium excretion may be high, but the 
serum phosphate is normal. Histological examina- 
tion reveals osteoporosis without fibrous tissue 
formation. The differential diagnosis is aided also 
by the classical clinical symptoms of Graves’ disease 
and an increase in the basal metabolic rate. 

Norman C. Buttock, M.D. 


Vogt, H.: The Hematology of Certain Bone Dis- 
eases: Marble Bone Disease of Albers-Schoen- 
berg, Osteitis Fibrosa Generalisata of von 
Recklinghausen (Zur Haematologie der Knochen- 
erkrankungen: Marmorknochenkrankheit Albers- 
Schoenberg, Osteitis fibrosa generalisata von Reck- 
linghausen). 1935: Koenigsberg i. Pr., Dissertation. 


Diseases of bones frequently influence the mar- 
row. The marrow cavity may close completely or 
the marrow may be changed to fibrous tissue. As 
the marrow is the site of the formation of ery- 
throcytes, granulocytes, and thrombocytes, there 
is a possibility that the peripheral blood picture 


may be affected. The relationship between the 
metabolism of minerals and the blood picture has 
been studied by Hoff who came to the following 
conclusion: ““The acidotic tendency of the acid-base 
metabolism is accompanied by a myeloid tendency 
in the blood picture, whereas the alkalotic tendency 
is accompanied by a lymphatic tendency in the 
blood picture.” 

The marble bone disease described by Albers- 
Schoenberg in 1904 is manifested in the roentgeno- 
gram by a uniform shadow which shows scarcely 
any structure. The condition is characterized by 
extreme brittleness of the bones. Its cause is dis- 
puted. It has been ascribed to a disturbance of the 
calcium metabolism, an increase in the phosphorus 
content of the serum, and hyperfunction of the 
parathyroids. Inbreeding predisposes to it. 

The author reviews thirty-five cases collected 
from the literature. These showed a wide variation 
in the erythrocyte picture, the count ranging from 
normal to an anemia of 960,000 cells. The differences 
in the leucocyte count were less marked. The total 
leucocyte count does not exceed 10,000. Frequently 
there is a deviation toward the left. The anemia is 
explainable by a shrinkage of the marrow cavities 
and a decrease in the blood supply to the marrow. 
Especially Lorey and Reye are of this opinion. 
Reiche believes that the blood and bone changes 
are the manifestations of a common disease. The 
influence on the formation of leucocytes is counter- 
acted by an extraordinary compensatory extra- 
medullary myelopoiesis. This is indicated by the 
enlargement of the spleen. On the other hand, 
there is the record of a case with high grade anemia 
in which splenectomy led to improvement. The 
author divides the cases into two groups. In one 
are those with severe blood changes and a splenic 
tumor, and in the other those with slight blood 
changes and no enlargement of the spleen. He 
reports a case of his own which belonged to the 
first group. 

In osteitis fibrosa, in which, as is well known, the 
normal fat and blood-forming marrow is replaced 
by fibrous tissue, there is usually a slight anemia. 
Evidences of irritation of the bone marrow are 
nearly always absent. The leucocytes show only 
slight changes. Of the twenty-two cases of this 
condition which are reviewed by the author, the 
values were normal in thirteen. Marked increases 
in the leucocytes could be explained by complica- 
tions. The disagreement between experimental 
findings, the findings to be expected theoretically, 
and clinical observations is perhaps explained best by 
Hoff, who said: ‘In the study of blood regulation 
it is a frequent observation that brief and marked 
deviations from the normal permit recognition of 
changes at first conforming to law, whereas in long- 
continued disturbances of regulation, because of 
numerous compensatory changes and _ counter- 
regulations apparently occurring under such condi- 
tions, no definite conformity to law can be recog- 
nized.” (NESTMANN). Leo A. JUHNKE, M.D. 
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Perras, T.: The Experimental Production of Osteo- 
dystrophia Fibrosa with Parathyroid Hormone 
and Its Relation to Vitamin D (Ueber experi- 
mentelle Erzeugung von Osteodystrophia fibrosa 
mit Nebenschilddruesenhormone und ihre Beziehung 
zum Vitamin D). Arch. f. path. Anat., 1935, 206: 
212. 


The experiments reported were carried out with 
the parathormone of Collip on rats from four to five 
weeks old in which osseous development and growth 
had not yet been completed. The animals were 
divided into four dietary groups. One group was 
given a normal diet; another, a diet rich in Vitamin 
D; the third, a diet poor in Vitamin D; and the 
fourth, a diet poor in Vitamin D and calcium. 

In the production of osteodystrophia fibrosa with 
parathormone in the rats on a normal diet, catabo- 
lism was dominant at first and an acute resorption 
of bone occurred as the result of the appearance of 
osteoclasts in large numbers. When an overdosage 
of the hormone was given there was an excessive 
washing out of calcium, which probably was closely 
related to the abnormally increased osteoclastic 
activity. In this, therefore, is to be seen the cause 
of the osteodystrophic changes associated with 
fibrosis of the marrow. When the treatment was 
continued there began, as a sort of reaction to the 
loss of the old anabolic tissue. an abnormal develop- 
ment of osteoblasts. As these were not all used in 
a physiological manner, fibrous marrow formed. 
When this disturbance became extensive it even- 
tually led to increased catabolism. These findings 
were similar to those in osteodystrophy in man. 

When the diet contained an excess of Vitamin D, 
the influence of the vitamin was neutralized or bony 
changes which suggested beginning osteodystrophy 
occurred on the administration of a smaller or larger 
amount of the parathormone. 

A deficiency of Vitamin D in the diet led to a 
considerable sensitization toward the effects of the 
hormone. 

When the diet was deficient in Vitamin D and 
calcium, two chief types of porosis occurred alter- 
nately—a hyperostotic and a hypostotic type. 
During these brief experiments, which were con- 
tinued only over a period of from twenty-three to 
thirty-five days, cyst formation and hemorrhages 
were not observed. 

(HELLNER). Louis NEUWwELT, M.D. 


Kuentscher, G.: The Importance to Surgery of 
Demonstrating the Direction of Stresses in 
Bones (Die Bedeutung der Darstellung des Kraft- 
flusses im Knochen fuer die Chirurgie). Arch. f. 
klin. Chir., 1935, 182: 480. 

This article is a detailed report of determinations 
of the stresses in mechanically burdened bones. In 
the author’s opinion the theory of Meyer and Cul- 
mann that the course of the osseous trabecule in 
the neck of the femur corresponds to the trajectories 
of stress in a statically burdened crane with a bend 
similar to that of the neck of the femur is not correct 
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as mathematical computation of stress is possible 
only for the most geometrically simple bodies. 

Kuentscher attempted to determine the stresses 
acting on bone by a method which is used in the 
building of aeroplane motors at the Maybach Motor 
Works. This method is based on Hooke’s law that 
distortions are directly proportional to the forces 
producing them. The distortions of bones, which 
are very minimal, were determined directly on the 
bone by means of a coating of resin. As the resinous 
material adheres very closely to the surface of the 
bone and has little elasticity, it tears at the points 
where distortions occur. The tears are vertical to 
the direction of the greatest elongation. Even under 
a slight load the bone becomes covered by a network 
of distortion lines which represent an exact delinea- 
tion of the distorting forces. The sites where the 
first lines appear are the sites of the greatest stress 
(the apices of stress). The intensity of the force may 
also be determined by this procedure. The method 
shows the stresses only on the surface, but as the 
bones may be conceived of as hollow cylinders they 
are favorable objects for its use. 

Attention is called to the fact that homogeneity 
of the bone substance is a prerequisite for exact 
determination of the course of stress from pressure. 
extension, and torsion. Functional homogeneity of 
the bone was proved by the fact that in all of the 
experiments a uniform direction of the force, such 
as would be possible only in a homogeneous mass, 
was demonstrated. This observation justifies the 
application of Hooke’s law to the bones. The bone 
substance has apparently the duty as well as the 
ability to preserve the described homogeneity and 
to restore it after it has been destroyed. Only 
maximal burdening has an influence on the structure 
of the bone. This maximal burdening is the dynamic 
demand of the moving body. Next in importance is 
the dynamic influence of the entire cross-section of 
muscle. By these two forces the bone is burdened 
in its long axis. It is not so burdened by the pull of 
an individual muscle as the latter does not produce 
a maximal force such as that described. 

Bone is very sensitive to demands made upon it 
by continued pulling and pushing forces exceeding 
certain limits. To these it reacts with the formation 
of the decalcification zones of Looser. The Looser 
zones are formed chiefly in bones which have been 
weakened by disease. They appear exactly at the 
sites of the greatest pulling stresses. This has been 
definitely proved experimentally. It is thus that the 
extensive zones of destruction in rachitic and chon- 
drodystrophic bones occur. The decalcified zones 
occurring in the ulna at the level where the radius 
was sawed through experimentally by Bier and 
Martin are explained by the author as follows: The 
method of demonstrating the lines of distortion 
shows that these decalcified zones develop at the 
apex of the stress which, in the experiments cited, 
were just about opposite the sawed area in the 
radius. As the radius and ulna are firmly coupled 
to each other mechanically, they acted as a unit in 
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that the sawed area acted as a notch with the apex 
of the stress in its base. 
(VocELER). JoHN W. BRENNAN, M.D. 


Spackman, E. W.: The Roentgen Aspects of 
Chronic Arthritis. Am. J. Roentgenol., 1936, 35: 
156. 

The roentgenologist must be familiar with the 
pathological changes associated with arthritis before 
he can intelligently interpret the roentgen findings in 
that condition. He should be acquainted also with 
the clinical history of the particular case before he 
attempts to classify the changes seen in the roent- 
genograms. The classification of the American 
Committee for the Control of Rheumatism divides 
the non-specific types of arthritis into two general 
groups: the atrophic group, also called “‘prolifera- 
tive,” “rheumatoid,” and “ankylosing” arthritis, 
“arthritis deformans,”’ and “‘Still’s disease,” and the 
hypertrophic group, also called “degenerative” and 
‘non-ankylosing” arthritis and ‘‘osteo-arthritis.”’ 

The atrophic type usually begins before the age of 
forty years. Its onset may be acute and suggest 
acute polyarticular rheumatic fever. The phalangeal 
joints or knees are first affected with pain and swell- 
ing, and there is an early loss of muscle tone. Per- 
sons of the slender ptotic type are particularly sus- 
ceptible, and there is often a history of physical ce- 
pletion or fatigue and circulatory disturbances. In 
the hypertrophic type, which occurs usually in 
middle-aged or older persons, there is often a long 
history of vague joint pains or stiffness, and slight 
trauma may suddenly aggravate the symptoms. An 
acute stage with recurrence is less likely than in the 
atrophic type, and the general health is good. The 
distal phalanges may be involved by nodular swell- 
ings for years before medical attention is sought. 
Pain and limitation of motion are the main symp- 
toms. The muscle tone is good, and circulatory 
changes are less common than in the atrophic type. 

In both types the changes seen in roentgenograms 
may be divided into early, intermediate, and ad- 
vanced changes, but the degree of the joint changes 
seen in the roentgenogram may not correspond to 
the duration or the severity of the symptoms. This 
fact is of considerable importance in the diagnosis 
and prognosis. In the earliest stages the changes are 
only in the soft tissues, but may be brought out in 
roentgenograms by proper technique. The author 
summarizes the roentgen findings in atrophic and 
hypertrophic arthritis as follows: 


ATROPHIC ARTHRITIS 
Early Stage 

1. Rarefaction of the trabeculated ends of the 
bones. 

2. Preservation of the zone of provisional calcifi- 
cation. 

3. Irregularities of the zone of provisional calcifi- 
cation. 

4. Homogeneous haziness throughout the joint 
space. 
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5. First, widening, and later, narrowing, of the 
joint space. 

6. General fusiform swelling of the soft tissues, 
especially in the immediate vicinity of the joint. 

7. Occasionally, small spicules of calcium deposits 
about the joint margins. 


Intermediate stage 


1. Atrophy limited to the bone ends, advancing 
into the shaft, and presenting a ground-glass appear- 
ance associated later with secondary disuse atrophy 
of the shaft itself. 

2. Gross irregularity of the zone of provisional 
calcification with narrowing and destruction in small 
areas. 

3. Contact of two adjacent zones at various points 
with preservation of the lighter areas which represent 
unabsorbed cartilage islands. 

4. Complete fusion of the zones, forming a single 
line of increased density. 

5. Obliteration of all remains of the joint struc- 
ture with firm ankylosis of the bones. 

6. Thickening of the periarticular tissues in the 
immediate vicinity of the joint. 

7. Small calcium deposits about the joint margins, 
which can often be differentiated from bony spurs. 


Advanced stage 


1. Generalized atrophy throughout the bone 
structure. 

2. Complete or partial disappearance of the zone 
of provisional calcification and sometimes enlarge- 
ment of the punched-out areas in the immediate 
vicinity. 

3. Deformity of the bone ends due to softening and 
“telescoping.” 

4. Continuity of the trabeculated bone which 
crosses from one bone end to the other. 

5. In many cases, continuity of the cortex and 
marrow structures forming a continuous shaft. 

6. Little or no remaining periarticular thickening 
or generalized soft tissue swelling. 

7. General atrophy of the affected muscles which 
are attached about the vicinity of the affected joint. 


HYPERTROPHIC ARTHRITIS 
Early stage 

1. Small osteophytes about the joint margins. 

2. Narrowing of the joint space. 

3. Slight tilting or a change in the alignment of 
the bones. 

4. Thickening of the proximal zone of increased 
density. 

5. Irregularities of the bony articular surfaces. 

6. Broadening of the circumference often causing 
apparent flattening of the joint surfaces. 

7. Secondary atrophy of the “honeycomb” type. 


Intermediate stage 


1. Well-formed spurs. 
2. Obliteration of the joint space. 
3. Subluxation of the bones. 
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4. Irregular thickening of the zone of provisional 
calcification in some areas and thinning in others. 

5. A saw-toothed appearance of the articular sur- 
faces and punched-out areas. 

6. Broadening of the circumference and the for- 
mation of Heberden’s nodes. 

7. Advanced secondary atrophy often involving 
nearly the entire shaft. 


Advanced stage 


1. Large irregular spur formations. 

2. Gross irregularity of the joint space caused by 
obliteration and deformity secondary to erosion. 

3. Marked subluxations with disturbance of the 
alignment of the axes. 

4. Eburnation of the bone proximal to the joint 
space. 

5. Punched-out areas and gross deformity with 
one bone fitting into the irregularities of the other. 

6. Marked broadening of the circumference. 

7. Advanced secondary atrophy with, occasionally, 
bending of the bones. CuesteR C. Guy, M.D. 


Matolcsy, T. von: The Diagnosis and Treatment of 
Tumors of the Ilium (Diagnose und Behandlung 
der Darmbcingeschwuelste). Arch. f. klin. Chir., 
1935, 184: 82. 


In their early stages, tumors of the ilium are often 
diagnosed as lumbago, rheumatism, or muscular 
strain. Roentgen examination will show that the 
condition is a bone lesion, but in the early stages 
it is impossible, even by such an examination, to 
determine whether the process is inflammatory or 
neoplastic or whether it is malignant or benign. 
Therefore biopsy is necessary in every case. The 
author does not believe that this aggravates a 
tumor. In many cases only histological examination 
will reveal the nature of the growth. Matolcsy 
regards a relationship of bone tumors to trauma as 
very doubtful. He agrees with Vérébély that to 
establish such a relationship it is necessary to have 
roentgen evidence that the bone was normal before 
the injury was sustained. Such proof is rarely avail- 
able. 

The only primary malignant tumor of bone is the 
sarcoma. Metastatic carcinomas in bone are com- 
mon. Saidl has found 60 primary sarcomas of the 
ilium. Dickson has observed 80 chondromas and a 
few more exostoses and osteomas, which are benign. 
At the Vérébély Clinic, 163 cases of tumor and in- 
flammation of the ilium have been observed in the 
last ten years. In 20, the condition was a tumor; in 7, 
osteomyelitis; and 136, tuberculosis. Among the 20 
tumors there were Ir sarcomas, 3 osteomas, 2 
chondromas, 2 brown tumors, 1 hypernephroma, 
and 1 echinococcus cyst. 

The author reports in detail, and with 5 roentgeno- 
grams, 1 case each of osteoma, chondroma, echino- 
coccus cyst, brown tumor, sarcoma, and hyper- 
nephroma. He states that osteomas and chon- 
dromas must always be operated upon as they are 
resistant to irradiation. Brown tumors also are best 


INTERNATIONAL ABSTRACT OF SURGERY 


treated surgically. Several patients operated upon 
for brown tumor by Vérébély have remained free 
from recurrence for from nine to eleven years. As 
some brown tumors react well to irradiation, 
Vérébély believes that many supposed sarcomas 
which have responded favorably to irradiation were 
brown tumors. Of the sarcomas, only the periostea! 
fibrosarcomas which have not penetrated into the 
soft tissues are operable. The osteogenic sarcomas 
should not be treated surgically as operation on such 
neoplasms is always followed by local recurrence. 
Sarcomas of the flat bones are much more malignant 
than sarcomas involving tubular bones, about 40 
per cent of which may be cured. However, irradia- 
tion of such tumors is followed by temporary im- 
provement. (Franz). Leo A. JUHNKE, M.D. 


Cotton, F. J.: Foot Statics and Surgery. Vew Fn¢- 
land J. Med., 1936, 214: 353. 


The weight-bearing line through the tibia to the 
“triangle of support” in the foot must not be off 
center if trouble is to be avoided. 

The “‘trusses’’ in the foot which support the arches 
are more important than the arches themselves. The 
function of the foot depends more on the moving 
tarsus, which is controlled by muscle balance: and 
muscle training to maintain the balance. The rela- 
tion of the function of the long peroneal to the mobile 
function of the first toe unit is too often disregarded. 
The astragalus fits into a cup produced by the scaph- 
oid, cuboid, and os calcis. The latter rocks in and 
out with some rotation. 

The author is opposed to the use of plates. He 
prefers modified shoes and heels for young children 
until they are old enough to cooperate with exer- 
cises to restore muscle balance and proper function. 

In some cases of flat foot changing of the statics 
by a measures and muscle training is bene- 
ficial. 

The short heel cord causes metatarsal strain and 
dropping of the anterior arch with associated meta- 
tarsalgia. These conditions can be relieved by proper 
pads and exercise of the flexors of the toes. The 
ascent of the first metatarsal is corrected by osteot- 
omy through the first cuneiform and retention of the 
dorsal gap by the insertion of a small wedge of bone. 

Injury of the astragalus with deformity usually re- 
quires arthrodesis of the tibio-astragaloid joint for 
relief of the pain. Old ankle fractures with disloca- 
tion are corrected by osteotomies and restoration of 
the relations of the tibio-astragaloid joint. 

In cases in which the astragalus is driven up into 
the tibia, resection of the relatively elongated fibula 
or arthrodesis with static correction may be required 

ELVEN J. BERKHEISER, M.D. 


Hermodsson, I.: The Etiology of Koehler’s Disease 
of the Tarsal Navicular Bone (Zur Aetiologie der 
Koehlerschen Krankheit des Os naviculare tarsi. 
Acta radiol., 1936, 16: 68. 


The author reports what he believes to be the first 
cases of Koehler’s disease in which a roentgen ex- 
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amination was made immediately after the trauma 
held responsible for the condition. At that time the 
scaphoid bone appeared entirely normal, but in the 
course of the next month the typical Koehler syn- 
drome with clinical symptoms developed in spite of 
continuous protection of the foot. Ultimately the 
lesion disappeared completely. The author be- 
lieves that trauma was definitely proved to be the 
cause of the lesion in this case. 
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Paltrinieri, M., and Logroéscino, D.: A Clinical and 
Experimental Study on Methods of Heat 
Therapy in Diseases of the Joints (Saggio 
clinico e sperimentali sui metodi di termoterapia 
delle malattie articolari). Chir. d. organi di movi- 
mento, 1935, 21: 303. 


There is at present an increasing use of heat 
therapy in general practice together with a com- 
parative arrest of research on its scientific basis. 
The authors present a comprehensive discussion of 
the principles of heat regulation, the physiological 
and therapeutic effects of heat, and the historical 
evolution of thermotherapy, and describe the va- 
rious methods used in such therapy. They then 
report their observations on the diffusion of heat in 
the various forms of apparatus and their experi- 
ments on rabbits and man with the Bier method. 
In their opinion this method is by no means out- 
moded; it should be used increasingly because of its 
simplicity, efficiency, and safety. There are, how- 
ever, considerable variations in heat distribution 
within the box. In light baths the temperature is 
more nearly uniform, sweating is greater, and the 
general reaction is well tolerated. Electrical bakers 
give a uniform distribution of heat, but the sys- 
temic reaction they produce is disagreeable. The 
authors believe that a greater intensity and wider 
distribution of heat in the deep tissues are attained 
by external application than by diathermy, and 
without injurious effects. External heat is entirely 
harmless when applied in connection with anesthesia 
and operative procedures. 

The authors’ experiments on animals were con- 
cerned with the general reaction and _intra- 
abdominal temperature during Bier treatment of the 
abdomen. The temperatures were determined by a 
Zondek depth thermometer or a maximum ther- 
mometer sutured in the peritoneal cavity. In 
animals not subjected to anesthesia or laparotomy 
the intra-abdominal temperature was 38.8 degrees 
C. and the average rise produced by baking was 
2.8 degrees. Immediately after the treatment the 
viscera showed intense uniform congestion but no 
lesions. 

The authors studied also the local and general 
reactions of seventy-three patients undergoing the 
Bier treatment for various affections of the bones 
and joints. They used the Tycos dermatherm and 
the Putti-Casuccio and common maximum ther- 
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mometers. Each reaction followed a definite and 
characteristic curve. The average rise in the skin 
temperature during a treatment was 1.8 degrees, 
with a maximum of 2.6 degrees for the lumbar 
region. The axillary, oral, and rectal temperatures 
each rose about 0.5 degree. The heart rate increased 
about twenty-one beats, and the arterial pressure 
dropped 14 mm., the drop beginning at 80 degrees 
and reaching its lowest at 120 degrees. The systolic 
pressure was affected more than the diastolic. The 
higher the initial pressure the greater the drop. 
The cardiovascular reaction increased with age and 
decreased with successive treatments. It was 
greater in men than in women, and most marked in 
lumbar applications. Both the cardiovascular and 
the cutaneous reactions disappeared within from 
one-half to one hour. Baking is not contra-indi- 
cated in hypertension; in fact, the authors have used 
it with absolutely no ill effects in the cases of old 
persons. 

The authors attempted direct estimation of the 
sweat secretion in lumbar treatments by measuring 
the increase in weight of the patient’s clothing. 
The loss of body weight as determined by this 
method was from 50 to 70 gm. The reaction, which 
was directly proportional to the body weight, in- 
creased with successive treatments and with age. 
It reached its maximum between the ages of forty- 
five and fifty years. It was minimal in micro- 
splanchnic longitudinal types of persons and maxi- 
mal in megalosplanchnic brachymorphic types. 

The finer thermic effects on bones and joints are 
not yet understood. In the authors’ cases the ex- 
ternal articular temperature rose from 2 to 4.7 
degrees during a Bier treatment. In several cases 
of effusion into the knee joint the average rise in the 
intra-articular temperature measured with the 
Zondek thermometer after baking was 3.3 degrees. 
These observations, as well as those on the intra- 
abdominal temperature, show the depth and in- 
tensity of the reaction to the Bier treatment and 
disprove the assertion that the temperature of in- 
ternal tissues can be raised only by diathermy. The 
authors believe that heat favors decalcification 
rather than recalcification and new formation of 
bone. 

The arthropathies of arteriosclerosis and the 
trophic arthropathies respond especially well to 
thermotherapy. The bactericidal and phagocytic 
action of heat constitutes an elective indication for 
its use in gonococcal arthritis. 

The article is supplemented by tables, graphs, 
diagrams, and an extensive bibliography. 

M. E. Morse, M.D. 


FRACTURES AND DISLOCATIONS 


Conwell, H. E., and Alldredge, R. H.: Dislocations 
of the Knee Joint. J. Am. M. Ass., 1936, 106: 
1252. 


The knee is more frequently traumatized than any 
other joint. Subluxations of the knee are common, 
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but complete dislocations are rare. In 9,000 cases of 
fractures and dislocations on an orthopedic service 
the authors found only 6 complete dislocations. 
Four were anterior and 1 was posterior. The sixth, 
a complete external lateral dislocation, is described 
with photographs and roentgenograms. It was re- 
duced by manipulation and treated, with good re- 
sults, by prolonged immobilization followed by the 
use of a walking caliper splint. 

Open operation for knee-joint dislocation is indi- 
cated only when a fracture or semilunar cartilage in- 
jury prevents closed reduction or there has been a 
rupture of the popliteal vessels with hematoma for- 
mation. No attempt need be made to repair the 
torn crucial ligaments. Stability of the joint is de- 
pendent mainly on the development of the muscles, 
especially that of the quadriceps muscle. 

CuEsTER C. Guy, M.D. 


Imbert, R.: The Treatment of Compound Frac- 
tures of the Leg; 118 Cases (Le traitement des 
fractures ouvertes de jambe; 118 observations). 
Rev. de chir. 1936, 55: 71. 


The author reports a study of compound fractures 
of the leg exclusive of fractures of the malleoli, mul- 
tiple injuries, and injuries necessitating immediate 
amputation. The 118 cases reviewed are divided ac- 
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cording to the type of treatment into the following 
groups: 

Group 1. Thirty cases treated by simple reduc- 
tion and immobilization without debridement. The 
average healing time was nine months and the aver 
age disability 36 per cent. Imbert feels that this 
method of treatment is justifiable only in puncture 
wounds caused by a fragment of bone compounding 
from within. 

Group 2. Sixty-two cases treated by open reduc 
tion with thorough débridement. The average heal- 
ing time was eight months and the average disabil- 
ity amounted to 30 per cent. The author is of the 
opinion that adequate removal of the injured so/t 
parts is essential and must be done under general or 
spinal anesthesia. It should be considered a major 
surgical procedure. 

Group 3. Twenty-six cases treated by open reduc- 
tion with some form of internal fixation. The aver- 
age healing time was fourteen months and the 
average disability 45 per cent. Two cases required 
amputation later. 

Imbert believes that primary closure of the wound 
should be done only when there is no tension on the 
skin edges, internal fixation has not been used, and 
the patient can be kept under careful observation. 

Barbara B. Stimson, M.D. 


BLOOD VESSELS 


Neumann, R.: The Natural Retraction and Elas- 
ticity of the Vena Saphena Magna. Studies 
Regarding the Mechanical-Functional Bases of 
the Development of Varices (Die naturliche Re- 
traktion und die Dehnbarkeit der Vena saphena 
magna. Untersuchungen ueber die mechanisch- 
funktionellen Grundlagen der Entstehung von 
Varicen). Arch. f. path. Anat., 1935, 296: 158. 


Attempts have been made to explain the develop- 
ment of varices experimentally not only by trans- 
plantations but also by excising the veins and testing 
their strength and elasticity. However, the findings 
of studies of strips of veins do not approximate 
sufficiently closely the mechanical-functional proc- 
esses occurring in the walls of the vessels as the 
latter represent a combination of stretchings in 
various directions. Exact judgment of unopened 
veins has been prevented by the impossibility of 
determining the volume of the vein exactly. There- 
fore the author’s studies were carried out by a new 
method in which the volume of the vein was deter- 
mined in a simple and sure manner by means of an 
apparatus especially devised for the purpose. 

The material consisted of the vena saphena magna 
from one or both sides of seventy-seven cadavers 
of various ages showing various diseases. Care 
was taken to be sure that the saphene were not 
themselves diseased, especially that they were not 
affected by varicosis or thrombosis. The lengthening 
of the vessel when it was subjected to a known 
pressure of water and its elastic retraction on removal 
of the pressure were read off directly on the ap- 
paratus, and the changes in volume were recorded by 
an electrical kymograph. From the volume of the 
vessel and the pressure the diameter of the lumen of 
the vessel could be reckoned at any stage of the ex- 
periment. The results of the study were varied, but 
provided a promising working basis for explanation 
of the development of varices. 

The retraction, following their removal from the 
body, of veins which are normally under tension 
while in the body decreases uniformly with age. The 
veins of persons with edema, varices, and severe 
cachexia exhibit greater retraction than those of 
persons with thrombosis and pronounced adiposity. 

Under low and moderate pressure all veins show 
chiefly a lengthening which is always greater than 
their widening. Widening is greater only under high 
pressure. Up to the point of bursting, every vein 
regularly exhibits the followipg five phases of 
lengthening and widening: (1) marked lengthening, 
slight widening; (2) lengthening only; (3) widening 
only; (4) marked widening, shortening; and (s) 
widening, lengthening. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


167 


Veins of the first group (those of persons with 
edema, varices, chronic congestion, and severe 
cachexia) show little resistance to dilatation and 
pass through the five phases rapidly. The increase 
in their volume is slight and results chiefly from 
lengthening. Hardly any of it is due to widening. 
Veins of the second group (those of persons with 
thrombosis or arteriosclerosis and those of persons of 
the lowest and highest age groups) pass through the 
five phases very slowly. With strong resistance to 
stretching, the increase in the volume of such veins 
is great and is caused nearly as much by widening as 
by lengthening. 

The reviewed experiments showed no differences 
in dilatability between the veins of the right and left 
extremities. 

In general weakness of the connective tissue as 
well as in injury by external factors such as edema 
and adiposity, the perivascular connective tissue 
plays an important réle in the development of 
varices. Under such conditions it is extremely lax, 
and in stretching tests the veins behave like the 
veins of the first group. Veins with firm perivascular 
tissue exhibit the characteristics of veins of the 
second group. 

(ZIEGLWALLNER). JOHN W. BRENNAN, M.D. 


BLOOD; TRANSFUSION 


Lenggenhager, K.: The Wonder of Spontaneous 
Hemostasis (Das Wunder der spontanen Blut- 
stillung). Muenchen. med. Wchnschr., 1935, 2: 2067. 


While it is believed that cessation of bleeding and 
blood coagulation are intimately bound together, 
there are cases showing a lack of correlation between 
the bleeding and the coagulation time. In hemo- 
philia, a prolonged bleeding time and coagulation 
time are usually associated with a normal blood 
picture. However, there are cases of death caused by 
prolonged bleeding from small wounds in which the 
coagulation time is only slightly prolonged, such as 
the case reported by Schlossmann and Dahli. On the 
other hand, Lenggenhager observed a case of hemo- 
philia with a coagulation time of over seventy min- 
utes in which a small wound did not bleed abnormally 
long. 

Another problem is presented by thrombocyto- 
penic bleeding, which is prolonged even though the 
coagulation time is normal. 

In cases of thrombasthenic bleeding the bleeding 
time is prolonged although both the blood-platelet 
count and the coagulation time are normal. 

Icteric bleeding depends upon a disturbance of 
coagulation. 

Tumor bleeding occurs despite a normal bleeding 
time and coagulation time. ‘The cause of such bleed- 
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ing must be assumed to be defective vascular 
function. 

Some investigators believe that bleeding tend- 
encies are due to defective function of the capillaries 
and precapillaries. Against this theory are the find- 
ings of animal experiments which have proved that 
normal cessation of bleeding does not occur when 
coagulation is disturbed (injection of hirudin or 
heparin). Blood coagulation outside of the body is 
not dependent upon the presence of blood platelets. 
In the circulating blood Lenggenhager has demon- 
strated a labile protein, prothrombokinase.. In the 
presence of calcium ions and a catalyzer in the form 
of an adsorptive foreign body, this breaks down into 
true thrombokinase. The latter yields thrombin 
which causes the transformation of fibrinogen into 
fibrin. ‘Specific adsorption (catalyzer action) and 
evaporation are therefore the bases of coagulation of 
blood outside of the body. On prolonged stirring, 
blood becomes defibrinated. The coagulum contains 
all of the fibrin and all of the blood platelets. If 
thrombin is added to citrated plasma, the sample 
becomes partially coagulated when slightly shaken, 
but if calcium chloride solution is added together 
with the thrombin, the sample becomes completely 
defibrinated in from two to four minutes and an ex- 
ceedingly large amount of thrombin is recovered. 
Therefore thrombin not only leads to coagulation, 
but also acts as a catalyzer for the formation of more 
thrombin, especially in the presence of an adsorptive 
foreign body such, for instance, as glass beads. In 
the circulating blood there is always activity. There- 
fore, at the site of an injury, a white thrombus is 
always seen first. The secondary thrombus of stag- 
nating blood is red. 

In blood coagulation within the body the damaged 
vascular wall may act as an adsorptive surface, but 
in Lenggenhager’s opinion the chief factor favoring 
coagulation is the tissue juice. The arrest of bleeding 
from small wounds is brought about by this juice. 
The blood platelets passing by take up the kinase. 
Thrombin is formed in from one-half to one minute. 
The first traces of fibrin engulf the blood platelets 
and the latter become clumped and packed in the 
angles of the wound. By catalysis, more and more 
thrombin is formed. The first drops of blood 
coagulate most slowly and the last drops most 
rapidly. The importance of the tissue juices is 
demonstrated by the defective spontaneous arrest 
of bleeding in an abscess under the scar of an old 
carbuncle of the neck which yields little tissue juice. 
Fibrin itself does not present an adsorptive surface. 
If it did, the process in massive thromboses could not 
cease spontaneously. Therefore, in thrombopenia, 
because of the absence of blood platelets, the bleed- 
ing continues after the formation of the first fibrin 
layer over the wound surface. In hemophilia the 
amount of thrombin formed in the wound is only the 
amount liberated by the kinase in the wound. 
Increment thrombin is not formed. 

The results of animal experiments carried out by 
Lenggenhager show that the bleeding time cannot be 


INTERNATIONAL ABSTRACT OF SURGERY 


shortened immediately by measures to increase 
coagulability. Protein injections and injections of 
autogenous blood or serum increase coagulability 
only after several hours. Therefore they should be 
used prophylactically one or two days before opera 
tion. By this means the bleeding time may be re 
duced by from one-fourth to one-half. The intro. 
duction into the wound of a sponge moistened with 
thrombin or thrombokinase (best obtained by boiling 
thyroid tissue in physiological salt solution) will 
arrest hemorrhage within two minutes. 
(FRANz). SHaprro, M.D. 


Groat, W. A., Wyatt, T. C., Zimmer, S. M., and 
Field, R. E.: Acute Basophilic Leukemia. 4»). 
J. M. Sc., 1936, 191: 457. 


The authors review five cases of leukemia with a 
marked increase of basophiles which have been re- 
ported in the literature. It is generally believed that 
this condition should not be called “basophilic leu- 
kemia” as it probably represents a variation of mye- 
logenous leukemia. 

In the case which is the subject of this article there 
was a history typical of acute myelogenous leukemia. 
During the last five weeks of life the leucocyte count 
varied from 30,000 to 120,000, and the basophiles 
from 21 to 61 per cent. It was possible to separate 
the basophilic pro-eosinophiles and basophilic pro- 
neutrophiles from the typical basophiles by the use 
of a modification of the Jenner stain (not dissimilar 
from the May-Giemsa stain). 

In the discussion it is pointed out that cases of 
basophilic leukemia reported in the literature had 
characteristics in common. The question arises as 
to whether the basophilic cell is the leukemia cell. 
The authors believe that in their case it was not. 
They state that if it were possible to remove the 
basophiles from the picture, all the essential fea- 
tures of an acute myeloid leukemia would remain. 
Moreover, the finding of haploid mitotic figures only 
in the myeloblasts identifies that cell type as the 
leukemia cell. The presence of many mature baso- 
philes with an increasing shift to the left as the mal- 
ady progressed may indicate only that, for some un- 
known reason, basophilic production was unduly 
stimulated. There was no increase in the basophiles 
early in the disease. The authors believe that until 
there is more evidence of a basophilic leukemia it is 
best to regard the condition in this case as an acute 
myeloblastic leukemia with extreme basophilia. 

Howarp L. Att, M.D. 


Haas, O. R.: Resuscitation by the Transfusion of 
Arterialized Blood into the Common Carotid 
(Wiederbelebung durch Transfusion arterialisierten 
Blutes in die Carotis communis). 1935: Basel, 
Dissertation. 


The author cites the work of Bruns and Thiel on 
resuscitation. In apparent death the left ventricle is 
empty of blood while the venous system is overfilled. 
Henschen therefore conceived the idea of filling the 
ventricle through the carotid with blood, perhaps 
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with the addition of glucose or adrenalin. The at- 
tempts failed because it was found impossible to pass 
a suitable hollow sound from the carotid into the left 
ventricle with certain avoidance of the thoracic 
aorta and without injury of the aortic valve cusps. 

Next to the anemia, intoxication of the brain is the 
most dangerous. According to Battelli, the heart 
can still be re-activated after twenty minutes in 
primary cardiac arrest, but not in secondary cardiac 
arrest and therefore not after respiratory paralysis. 
After six minutes of artificial respiration by the 
method of Silvester plus the administration of 
oxygen, the oxygen content of the blood in the left 
ventricle is increased to 45 per cent (Bruns and 
Thiel). However, this procedure does not set up an 
emergency circulation; it causes only a two-and-fro 
movement of blood in the arterial and venous 
systems. Pigment solutions may be driven as far as 
the basilar arteries but not into the basal ganglia. 
It is therefore evident that the nutrition of the brain 
remains disturbed. The chief factor in artificial 
respiration is reflex stimulation of the paralyzed 
heart. Haas and Henschen therefore concluded that 
it is essential to get oxygen-containing blood into the 
respiratory, cardiac, and vascular center of the brain 
as quickly as possible. 

In preliminary experiments on dogs it was found 
that when oxygenated blood mixed with a 1 per cent 
solution of methylene blue to render it recognizable 
was injected into the carotid artery under pressure it 
reached not only the basal arteries but also the sinus. 
Both hemispheres, the pons, and the medulla 
oblongata were stained blue. Puncture of the right 
heart released blood containing the methylene blue. 
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It was therefore evident that the blood had passed 
from the carotid through the capillaries of the brain 
into the jugular vein and then to the right heart. 

On eight other dogs twenty-four experiments were 
carried out. These are described in detail. After 
respiratory and cardiac arrest had been produced by 
carbon dioxide inhalations, arterialized venous blood 
of the same animal was injected distally and 
proximally into the carotid in quantities of from 
too to 300 c.cm. and at a pressure of from 200 to 
250mm. of mercury. The pulse and respiration were 
re-activated in from thirty to ninety seconds, and 
complete recovery resulted in two or three minutes. 
When the carbon dioxide’ inhalations were omitted, 
the same animals required nine or ten minutes to 
recover. 

Venous blood can be quickly and satisfactorily 
arterialized outside the body. It is therefore possible 
to set up an artificial circulation after apparent 
death. Haas tried to arterialize the blood with 
oxygen bubbles after Schottmueller demonstrated 
that no ill effects resulted from small amounts. 
However, the results of experiments on animals were 
unfavorable. There were no gas emboli, but the dogs 
died the next day, and necropsy disclosed larger and 
smaller areas of dilatation in the brain. 

The first method described by Haas in this article 
appears to be of value. The technique is not 
difficult. The special thermos flask of the Basel 
transfusion apparatus is suitable for the arterial- 
ization and pressure injection. The oxygen cylinder 
should not be kept in a cold room. Its pressure is 
controlled by a rubber balloon. 

(FRANZ). SHAPIRO, M.D. 


yf 
1 

h 
id 

a 
at 
re 
ia. 
nt 
es 
te 
se 
ar 
of 
ad 
as 
‘ll. 
ot. 
he 
in. 
ily 
he 
al- 
1n- 
ily 
les 
itil 
Lis 
ite 

of 
tid 
ten 
sel, 
on 
e is 
ed. 
the 
aps 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lévy, M.: Postoperative Nitrogen Disassimilation 
(La désassimilation azotée post-opératoire). J. 
durol. méd. et chir., 1936, 41: 112. 


Even when a normal diet is given early, most pa- 
tients lose weight during the first two or three weeks 
following an operation. After a simple gynecological 
operation the loss may be as great as 7 or 8 kgm. in 
fifteen days. This is quite out of proportion to the 
food restriction of the first few days, and is regained 
during convalescence. It is accompanied by a 
marked increase in the urinary excretion of urea due 
to nitrogen disassimilation. As the latter occurs also 
in numerous other conditions such as the fasting 
state and infectious disease, it is not a phenomenon 
peculiar to the postoperative period. Its importance 
from the standpoint of surgery is due to the fact that 
it evidently plays some part in the development of 
toxic manifestations which may lead to severe symp- 
toms and even death. 

Postoperative nitrogen disassimilation is not con- 
stant. Although it is most common after prolonged 
mutilating operations, it may occur after insignifi- 
cant operations. Its degree cannot be predicted. It 
is of importance because it affects convalescence and 
is often a factor in late sequela (those developing be- 
tween the eighth and tenth days). To combat it 
means to hasten recovery. Its degree may be esti- 
mated approximately from the changes in urea ex- 
cretion. However, during the days immediately fol- 
lowing an operation there is often a functional renal 
insufficiency with oliguria and decreased urea con- 
centration which more or less diminishes the urea 
output, giving the impression of absence of nitrogen 
disassimilation. A daily blood examination will 
show a more rapid increase in the urea output the 
greater the nitrogen disassimilation. Therefore it is 
of importance to study the urea output for several 
days and then reckon the daily average. Another 
factor to be considered is the rise in the residual 
blood nitrogen, which fraction contains bodies of 
high toxicity, especially the polypeptid nitrogen. 

Among the agents which may be used to combat 
postoperative nitrogen disassimilation are sodium 
chloride, insulin, and glucose. Both the quantitative 
and the qualitative aspects of nitrogen disassimila- 
tion must be considered. The condition is not di- 
rectly connected with hypochloremia. It may be 
severe in the absence of marked hypochlorhydremia, 
and it does not necessarily produce toxic symptoms. 
Toxic postoperative symptoms (with hypochloremia 
and hyperazotemia) are associated with a very 
marked nitrogen disassimilation. Sodium chloride 
injected immediately after operation will reduce ni- 


trogen disassimilation to a considerable degree but 
not wholly suppress it. The treatment should be 
started early and kept up for two or three days. The 
oral administration of sodium chloride may be begun 
the day after operation. The administration of in. 
sulin and glucose before and after operation has « 
similar but less marked effect. 

With regard to the qualitative disturbances of ni- 
trogen metabolism, the author states that the opera. 
tive act produces an almost constant increase in the 
polypeptid nitrogen and residual nitrogen. Injec- 
tions of sodium chloride will relieve postoperative 
toxic manifestations and in some cases reduce the 
residual nitrogen even below normal. The injection 
of sodium chloride in large doses early and system- 
atically after operation will constantly diminish the 
residual nitrogen even when the blood urea reacts 
inversely. Insulin and glucose will not prevent a 
postoperative increase in residual nitrogen. 

EpitH SCHANCHE Moore. 


Koster, H., and Kasman, L. P.: Wound Disruption. 
Am. J. Surg., 1936, 31: 537- 


The authors review 7,892 abdominal operations 
performed in a period of six years. Postoperative 
wound disruption occurred in 17 cases—14 those of 
males and 3 those of females. As the result of this 
complication, 3 patients died. The primary surgical 
conditions in the cases of wound disruption were 
acute appendicitis, gastric ulcer, biliary tract dis- 
ease, and malignancy. In 14 of the 17 cases the in- 
citing factor was a cough. In 2 other cases, hiccough 
and an asthmatic attack were the direct causes. In 
7 cases the disruption occurred prior to removal of 
the sutures, which was done routinely on the seventh 
to the tenth day. In 10 cases of wound disruption 
there was no drainage of any sort. 

The authors believe that the low incidence of 
wound rupture in the reviewed cases (0.22 per cent) 
is explained by the exclusive use of spinal anesthesia 
for abdominal surgery. When spinal anesthesia is 
employed good relaxation of the tissues is obtained, 
operative trauma is minimal, tissue approximation 
and closure can be accomplished properly, and 
postoperative disturbances, especially vomiting and 
coughing, are diminished. Careful postoperative care 
such as the prevention and direct treatment of 
cough and distention will reduce the chance of dis- 
ruption of the wound. 

The authors do not consider late removal of skin 
and stay sutures a factor against wound disruption. 
They emphasize that the surgeon should always bear 
the possibility of this complication in mind, recog- 
nizing that the main factors responsible for it are 
the general condition of the patient, the nature of 
the disease, and the postoperative course. 
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Early wound rupture may be recognized by careful 
examination of the wound. Swelling, a serosan- 
guinous discharge, fluctuation, and bogginess of the 
wound on palpation, accompanied by unwarranted 
distention, nausea, and vomiting should make the 
surgeon suspect it. Often the skin layer is not 
separated. As a rule, the bowel or omental pro- 
trusion is found underneath the unhealthy looking 
skin when the suture is removed. 

The authors advise against too early movement 
or turning of the patient in bed. They claim that the 
belief that pulmonary embolism may be prevented 
by early motion has not been substantiated. The 
patients should not be discharged from the hospital 
until their convalescence is complete. 

Wound rupture can be treated either by suture 
or by tamponade. Suture may be either complete 
repair from the peritoneum through to the skin or 
simple closure of the peritoneum with tamponade 
of the open abdominal wall. The more complete the 
secondary closure the less the morbidity. However, 
the kind of repair depends upon the condition of the 
patient and the presence or absence of pus and a 
chronic cough. In the cases of debilitated patients 
tamponade is preferable. It is accomplished by 
pushing the intestines back into the abdomen by a 
strip of thick gauze and strapping the skin together. 
The method of suturing used in the cases reviewed 
included all of the layers of the abdominal wall. 
None of the patients treated by suture died and 
only 1 developed an incisional hernia. The sutures 
were left in for twelve days. The authors do not 
support the use of silver wire in wound closure as a 
prophylactic measure against wound disruption. 
They believe that postoperative wound disruption is 
best prevented by careful anatomical repair, limi- 
tation of trauma, especially trauma from retractors, 
to the minimum, the use of spinal anesthesia, and 
good postoperative care. 

BenjAMIN G. P. Saarrrorr, M.D. 


Liedberg, N.: The Problem of Progressive Gangrene 
of the Skin After Operations on the Abdomen 
and Thorax (Zur Frage der postoperativen, 
forschreitenden Hautgangraen nach Eingriffen an 
Bauch und Thorax). Acta chirurg. Scand., 1936, 
77: 354- 

The author reports a fatal case of progressive 
gangrene of the skin following an operation for 
appendicitis with primary closure of the wound, 
and reviews forty cases collected from the literature 
in which similar gangrene occurred on the abdomen 
or thorax. 

The process seems to be a clinical entity charac- 
terized by protracted progressive gangrene of the 
cutis and subcutis and severe pain in the wound. 
In most cases it is a complication of an operation 
for a purulent process in the abdomen, generally 
suppurating appendicitis with drainage. 

There is some evidence that it is caused by the 
combined action of a specific enterogenous type of 
streptococcus and staphylococci (Meleney). 
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Conservative treatment is always uncertain and 
in most cases hopeless. Radical excision of the 
margins of the wound extended into sound tissue 
will usually cure the condition provided it is not 
done too late. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Schuele, F.: The Results of Primary Operative 
Treatment of Open Injuries of the Soft Parts 
and the Dangers of This Procedure (Ergebnisse 
primaer-operativer Behandlung offener Weichteil- 
verletzungen und die Gefahren dieser Versorgung). 
Deutsche Ztschr. f. Chir., 1935, 245: 770. 


As the result of experience in the world war, all 
open accidental injuries treated at the emergency 
station of the Second Surgical Clinic of the Uni- 
versity of Vienna during the past ten years were 
primarily excised and sutured. Friedrich’s six-hour 
limit was extended to twenty-four hours, provided 
the wounds did not present symptoms of advanced 
inflammation. Electrical excision is no longer done. 
Local anesthesia must not be allowed to produce 
anemic effects, and great care must be taken to re- 
move all foreign bodies (including silk sutures). The 
suture must not cause tension. Either Thiersch or 
Krause flaps may be used. The tendons should be 
sutured. All bursa must be completely removed, and 
in every case a splint-dressing should be applied. 
The wound should be excised completely if possible. 
In the reviewed cases the splints were left on until] 
the stitches were removed after ten, eighteen, or 
twenty-one days, and the dressings were usually 
changed for the first time on their removal. 

In the period from 1930 to 1934 this treatment 
was employed in 6,154 cases of open injury of the 
soft parts and such injuries with involvement of 
small bones and of joints. A drain was used only in 
cases of décollement and deep muscle injuries. 

The author’s first table is based on 5,972 cases of 
uncomplicated wounds. Of these, 5,825 had no dis- 
turbing symptoms. In 30, marginal necrosis oc- 
curred; in 47, disruption of the suture; in 15, partial 
skin necrosis; in 19, partial dehiscence; and in 26, 
suppuration in the suture line. In 92 cases, injured 
bursz were removed; in 1,073, the wounds were su- 
tured without excision; and in 285, foreign bodies 
were present. 

In the second table, which covers cases of infected 
wounds and extensive necroses, 133 afebrile and 49 
febrile cases are summarized. Among these were 4 
cases of phlegmon; 5 in which amputation was done 
on account of phlegmon; and 4 fatal cases. 

The third table combines the data in the first and 
second tables. Of the total number of cases, 5,861 
(95.24 per cent) presented no complications and 111 
(1.8 per cent) presented complications. In 5,972 
(97.04 per cent), healing occurred by primary in- 
tention and in 182 (2.96 per cent), by secondary 
intention. Of the cases in which healing occurred by 
secondary intention, 133 (2.10 per cent of the total 
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number) were afebrile, and 49 (0.8 per cent of the 
total number) were febrile. Five cases (0.081 per 
cent of the total number) required amputation, and 
4 cases (0.065 per cent of the total number) ter- 
minated in death. 

The fourth table presents a comparison between 
the period from 1922 to 1926, in which conservative 
treatment was used most frequently, and the period 
from 1930 to 1934, when primary operative treat- 
ment was given. 


Wounds of 
nae ds | 2mputation and death 
and death (per cent) 
Conservative |1922| 1,144 0. 36 
treatment |1923| 1,472 ° 
1924] 1,390 5 0. 36 
1925| 1,599 5 0.31 
1926] 1,964 4 0.20 
Deep wounds |1930| 1,967 I 0.05 
with 1931; 2,062 ° 
operative 1932) 1,969 2 0.10 
treatment 1933) 2,440 2 0.08 
1934] 2,464 4 0.16 


The average incidence of amputation and death 
was 0.24 per cent in the period from 1922 to 1926 and 
0.08 per cent in the period from 1930 to 1934. 

The results were definitely in favor of primary 
operative treatment with excision and suture since, 
of the cases so treated, healing occurred by primary 
intention in 97.04 per cent whereas it occurred by 
secondary intention in only 2.81 per cent and death 
resulted in only 0.15 per cent. During the period of 
conservative treatment death was 3 times as fre- 
quent. Excision without suture is to be considered 
in all cases of extensive injuries, tears, and gas 
gangrene of the soft parts, as recommended by Denk 
and Walzel for the treatment of war iniuries. No 
difference between the results in fresh wounds (those 
from ten minutes to one hour old) and wounds up to 
twenty-four hours old could be determined. The 
dangers are due to incomplete excision, by failure to 
remove all foreign bodies, and defective splinting. 
The suturing of a Krause flap should not be at- 
tempted on every chopped-off finger tip or other 
part with a considerable loss of tissue. In such 
injuries, better results are obtained by the applica- 
tion of Thiersch flaps, stump correction, and plastic 
wound suture. However, the Krause flap is definitely 
indicated when a small portion of bone is exposed, as 
when the extensor side of the finger is cut off, es- 
pecially injuries in which the joint is opened; also in 
cases of deep cutting off of a finger pad. 

(FRANZ). CLARENCE C. REED, M.D. 


Valentine, F. C. O.: The Réle of Toxin in Staphy- 
lococcal Infection. Lancet, 1936, 230: 526. 


Investigation of the toxin elaborated by the 
staphylococcus indicated the presence of two compo- 
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nent antigens in filtrates of cultures of this organism, 
the alpha-hemolysin and the leucocidin. The fil- 
trates of strains capable of invasion and causing 
boils and other penetrating lesions will usually be 
found to contain considerable amounts of leucocidin. 
On the other hand, hemolysin production seems to 
bear no relation to ‘the severity of the infection pro- 
duced by a given strain. Because of the way in which 
hemolysis and destruction of leucocytes by different 
strains appear to vary independently there seems to 
be no question that these two substances are separate 
entities. Much of the confusion regarding the 
separate identity of hemolysin and leucocidin is 
attributable to the susceptibility of rabbit leucocytes 
to injury by hemolysin. Human corpuscles are 
apparently more resistant to such injury. 

The author describes in detail methods by which 
staphylococcus toxins containing both factors may 
be prepared and the titer of component factors deter- 
mined; methods for determining the antihemolysin 
and antileucocidin titer of serum; and a standard 
unit. The antihemolysin titer of patients suffering 
from staphylococcal infections may be greatly in- 
creased by the administration of toxoid prepared 
from strains rich in hemolysin, but the antileucocidin 
titer does not show a concomitant rise unless the 
original filtrate also contains a considerable amount 
of leucocidin. Clinical improvement may be noted 
in a case of severe staphylococcus infection before 
any rise in the antileucocidin titer of the serum can 
be detected. The author does not believe that all of 
the manifestations of staphylococcus infection 
should be attributed to toxins. Hestates that survival 
of organisms in the skin probably occurs independ- 
ently of toxin production. However, when the 
organism invades the deeper tissues the importance 
of its capacity for toxin production is unquestionable. 
Dolman’s observation that sufferers from chronic 
staphylococcal infection usually harbor staphylo- 
coccus aureus in the nares was confirmed in fourteen 
of eighteen cases studied. | Jonn Locxwoop, M.D. 


Ramon, G., Bocage, A., Richou, R., and Mercier, 
P.: Antistaphylococcic Immunity Produced 
by Specific Anatoxin in Patients Suffering from 
Staphylococcic Infections (Sur l’immunité anti- 
staphylococcique provoquée par l’anatoxine spé¢- 
cifique chez les malades atteints d’affections dues 
au staphylocoque). Presse méd., Par., 1936, 44: 281. 


The authors have recently reported uniformly 
successful results from the treatment of staphylo- 
coccal infections with injections of a staphylococcus 
toxoid. In this article they discuss some of the theo- 
rectical considerations involved in such treatment. 

In a series of forty-five cases, chiefly cases of furun- 
culosis, estimates were made of the antitoxin titer of 
the patient’s serum before and after the treatment 
which as a rule consisted of the administration of 3.5 
c.cm. of the toxoid divided into three weekly doses. 
In all of the cases it was possible to demonstrate a 
very appreciable rise in the antitoxin content of the 
serum or at least in the power of the serum to protect 
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the red corpuscles against lysis by the staphylococci, 
which was the test employed. Further changes have 
been made in the method of preparing the toxoid to 
increase its antigenic power as estimated from the 
described reaction. 

Although the antibodies formed in response to the 
administration of the toxoid are, strictly speaking, 
antitoxic and not antibacterial, they exercise anti- 
bacterial power indirectly. The exotoxin elaborated 
by the staphylococcus acts locally on tissue cells and 
phagocytes, rendering them incapable of setting the 
natural protective mechanism in motion efficiently. 
When the toxin is neutralized by passive immuniza- 
tion, the amount of focal damage is reduced and 
early destruction of invading bacteria can be ef- 
fected. Further evidence of this change in local im- 
munity is the rapid increase in the degree of conges- 
tion and cellular activity around foci which occurs 
after the institution of the treatment. Toxoid ther- 
apy is not as effective in osteomyelitis as in cutane- 
ous affections because bone lacks the natural pro- 
tective mechanism against bacterial invasion which 
is possessed by the skin. Staphylococcus bacteri- 
emia may respond to toxoid treatment as the result 
of healing of the distributing focus and neutraliza- 
tion of toxins which prevent the organisms from 
gaining a foothold in the tissues. 

Joun Lockwoop, M.D. 


Duvoir, Pollet, Bouley, and Huguet: Fatal Col- 
lapse in Treatment with Staphylococcus Tox- 
oid (Collapsus mortel au cours d’un traitement par 
Vanatoxine staphylococcique). Bull. et mém. Soc. 
méd. d. hop. de Par., 1936, 52: 344. 


The treatment of acute and chronic staphylococ- 
cus infections with staphylococcus toxoid is becom- 
ing widely recognized in France. Minor reactions, 
characterized particularly by local swelling and hy- 
peremia around the point of injection, have been 
observed in some cases, but to date no serious con- 
sequences have been recorded. However, the au- 
thors report a case in which the administration of 
one dose of 0.5 c.cm. of toxoid intramuscularly ap- 
peared to be the direct cause of death. The patient 
was a woman fifty-one years of age. The death was 
attributed to anaphylactic shock as postmortem ex- 
amination failed to reveal any other possible cause. 
The shock began eight hours after the injection and 
death occurrred after forty-eight hours. Other pa- 
tients treated with the same lot of toxoid suffered no 
reactions. 

To prevent serious reactions the authors advise 
routine preliminary intracutaneous sensitivity tests 
with about 0.1 c.cm. of toxoid as is done in the use 
of horse serum. Joun Lockwoop, M.D. 


ANESTHESIA 


Dallemagne, M. J.: Anesthesia and Acid-Base 
Equilibrium. Anes. & Anal., 1936, 15: 82. 


Working in the Institute of Experimental Thera- 
peutics of Liége, Belgium, the author carried out a 


series of experiments to determine the action of 
anesthesia on the blood reaction. 

In the theoretical discussion in this report he re- 
views the work done previously by others, from that 
of Becker in 1894 to that of Wood in 1933. He calls 
attention to the variation in the results of previous 
investigators, some of whom reported the develop- 
ment of a postoperative acidosis and others of whom 
rejected this finding. As previous studies were 
carried out for only from forty-eight to seventy-two 
hours, Dallemagne decided to continue his investiga- 
tions over a period of from five to eighteen days. His 
experimental animals were dogs. 

After establishing the normal acid-base equilib- 
rium of each animal and anesthetizing the animal he 
observed the oscillations of the reaction in the 
arterial and venous blood until the alkaline reserve 
and the pH came back to their original state. He 
studied also the oxygen capacity and the oxyhemo- 
globin saturation in both of these bloods. 

In this article he discusses the following subjects: 

1. The Henderson-Hasselbach formula and the 
method used to determine the gasometric pH. 

2. The regulators of the acid-base equilibrium— 
the lungs, kidneys, plasma buffers, and erythrocytes. 

3. The acid-base disequilibrium, non-gaseous 
acidosis and alkalosis, gaseous acidosis and alka- 
losis, paradoxical and circulatory alkalosis. 

4. The method employed in the experiments here- 
with reported, which included the use of sodium 
evipan, luminal sodium, ether, chloroform, nitrous 
oxide, and avertin, and control studies of the normal 
acid-base equilibrium, the dissociation curve of the 
carbon dioxide, the gasometric pH, the oxygen 
capacity of the blood, and the percentage saturation 
of the hemoglobin. 

5. The results obtained. It was found that if an 
animal undergoes a series of anesthesias induced by 
the same product at the same dose or by different 
anesthetics, or if several animals are given the same 
dose of the same anesthetic or of different anesthetics 
the postanesthetic variations of the acid-base equilib- 
rium show the most complete anarchy. 

6. The types of acid-base disequilibrium after 
anesthesia. 

7. The réle of the lungs as regulators of the acid- 
base equilibrium after anesthesia. 

8. The importance of prolonged observation of 
animals or patients after the induction of anesthesia. 

The article is summarized as follows: 

1. The gases of the blood were gauged with ‘an 
accurate technique. From the results of researches 
based on the Henderson-Hasselbach formula it was 
possible to infer the value of the gasometric pH. 

2. In the study of the effect of anesthetics on the 
acid-base equilibrium of dogs, the blood reaction was 
followed until the various factors were back to their 
starting point. In this way the variations of the acid- 
base equilibrium in time were determined. 

3. The results indicated that no law governs the 
variations of the equilibrium after the administration 
of anesthetics. 
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4. The divergent results of previous investigators 
were due to failure to observe the acid-base equilib- 
rium for a sufficient period of time. 

5. After the anesthesia all of the previously re- 
corded variations in the acid-base equilibrium except 
gaseous alkalosis and acidosis were found. 

6. In several instances two special variations of 
the acid-base equilibrium, which were discovered in 
cases of anemia and cardiac decompensation by 
Dautrebande, namely, paradoxical alkalosis and cir- 
culatory acidosis, were demonstrated. 

. Comparisons of the acid-base equilibrium of 
the venous blood and the arterial blood revealed all 
kinds of irregularities. Among these were a hyper- 
acid venous pH associated with a hyperalkaline 
arterial pH and vice versa, and an arterial alkali 
reserve higher than the venous alkali reserve and 
vice versa. 

8. In comparisons of the action of anesthetics 
given several times to the same animal, the reactions 
of the acid-base equilibrium were found quite 
irregular. 

9. When the same anesthetic was given to differ- 
ent animals there was complete discordance in the 
results. 

10. When different anesthetics were given to the 
same animal the reaction of the acid-base equilib- 
rium showed complete anarchy. 

11. It was found that the lungs regulate the acid- 
base equilibrium not only by expelling or retaining 
the gaseous carbon dioxide, but also by participating, 
like the other tissues, in the retention of bicarbonate. 
According to the circumstances, they retain or re- 
lease the alkalies. 

12. In the study of the gases contained in the 
blood after anesthesia it was found that sodium 
evipan in any dose frequently causes serious anemia, 
especially if it is given several times consecutively, 
even at intervals of several weeks. 

Minas Joanniwes, M.D. 


Goinard, P.: Regional Anesthesia Induced by the 
Arterial Route (L’anésthésie régionale par voie 
artérielle). Rev. de chir., 1936, 55: 109. 


Since Wilmoth reported the author’s first attempts 
at the induction of regional anesthesia by the 
arterial route in 1934, Goinard has continued to 
employ this method for surgery of the extremities 
in all cases in which it seemed preferable to inhala- 
tion anesthesia or to other forms of regional an- 
esthesia. However, it is not often indicated and 
there are several contra-indications to its use. 
Recently, Leriche and Fontaine have employed 
novocain injections in painful forms of obliterating 
arteritis. In 1908, Goyanes of Madrid and Ranso- 
hoff of the United States independently conceived 
the idea of injecting anesthetics intra-arterially. 
Besides the cases reported by them, the author has 
been able to find the records of only five cases— 
two reported by Vigueras and d’Estaban, three by 
Oppel, one by Zapelloni, and one by Arlan. Goyanes 
limited the indications for the described type of 
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anesthesia to surgical interventions on the upper 
limbs. 

Goinard presents evidence that the arterial in- 
jection of anesthetics is less dangerous than their 
intravenous injection, and gives a short review of 
the literature on the vasomotor effects of the 
intra-arterial injection of novocain on the dog and 
its toxic effect in parts of the body other than the 
extremities. 

His own clinical observations show that the 
method is not harmful to the general condition. 
The arterial blood pressure is lowered only slightly 
or not at all, the lesions of the involved extremity 
are not adversely affected, and the injections may 
be repeated without ill effect. 

Loss of sensation is almost immediate, but may 
be preceded, especially in the hand, by a disagree- 
able sensation of heat. The duration of the anes- 
thesia obtained is indefinite. In one case it was 
one and three-quarters hours. 

The techniques used by Ransohoff and Goyanes 
are slightly different. Ransohoff injected the anes- 
thetic into the circulating blood of the artery, 
barring only the return circulation. He injected 
2 cgm. of cocaine in 2 per cent solution (1 c.cm.) 
into the brachial artery. Goyanes injects the anes- 
thetic into an artery emptied of blood, substituting 
the anesthetic for the arterial blood in a portion of 
the limb which has been rendered ischemic. The 
limb is prepared as for segmental venous anesthesia. 
The advantage of this method is that only a small 
amount of anesthetic is needed, 10 cgm. being sufii- 
cient for amputation of an arm. The disadvantage 
is that transcutaneous injection is impossible and 
the artery must therefore be exposed. 

If a sufficient amount of the anesthetic is em- 
ployed—from 25 to 50 cgm. of novocain according 
to the segment to be anesthetized—the anesthesia 
obtained is excellent. The production of ischemia 
of the segment is usually advisable, for when the 
venous circulation is arrested by a tourniquet, opera- 
tion is very difficult. The venous hemorrhage is so 
increased that it is often necessary to twist the 
tourniquet sufficiently to arrest the arterial circula- 
tion also. For the closed reduction of fractures and 
luxations, constriction of the return circulation is 
sufficient. In osteomyelitis, sawing through of the 
bone may be done without causing pain as the 
deep planes are even better anesthetized than the 
superficial planes. The anesthesia persists for a 
long time after release of the compression—much 
longer than after intravenous anesthesia. A knowl- 
edge of anatomy is necessary for the use of the 
method as only the area supplied by the injected 
artery is affected. Sensibility returns so gradually 
that the patient is able to sleep without hypnotics 
the first night after the operation. 

The author has learned from experience that to 
obtain satisfactory anesthesia relatively large doses 
must be injected—from 25 to 30 cgm. at the elbow 
for anesthesia of the forearm and hand; from 30 to 
40 cgm. in the popliteal fossa for anesthesia of the 
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leg and foot; 45 cgm. into Hunter’s canal; and at 
least 50 cgm. at the root of the thigh. 

The method is recommended for cases of pul- 
monary lesions in which a general anesthestic is 
contra-indicated and truncular anesthesia is not 
suitable because of the site of the lesion. Infiltration 
of the brachial plexus is more complicated and 
dangerous than arterial anesthesia. 

Arterial anesthesia is suitable also in some cases 
in which spinal anesthesia is contra-indicated, such 
as cases with hypotension. Osteo-articular tuber- 
culosis associated with pulmonary or visceral com- 
plications constitutes one of its chief indications, 
narcosis being contra-indicated in this condition 
by the pulmonary complications, spinal anesthesia 
being contra-indicated by the hypotension, and 
infiltration anesthesia being insufficient. In such 
cases the intra-arterial injection of the anesthetic 
decreases the danger of amputation and resection. 
In cases of fracture, infiltration anesthesia is usually 
sufficient, but regional anesthesia by the arterial 
route may be used if the surgeon prefers not to 
puncture the infected area of an open fracture. 

Gangrene in arteritis constitutes a contra-indica- 
tion to intra-arterial anesthesia, but the method 
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may be used in acute inflammations, especially 
those associated with pulmonary lesions or grippe. 
Certain interventions on the deep musculo-aponeu- 
rotic tissues may be well suited for arterial anesthesia 
when general anesthesis is contra-indicated. 

Epita ScHANCHE Moore. 


SURGICAL INSTRUMENTS AND APPARATUS 


Laurell, A.: Disinfection of Surgical Instruments 
with Formaldehyde and Formalin (Ueber For- 
maldehyd- und Formalindesinfektion chirurgischer 
Instrumente). Acta chirurg. Scand., 1936, 77: 341. 


Laurell says that the use of dry formaldehyde 
vapors for the disinfection of catheters and rubber 
tubes, which is still recommended in the literature, 
should be given up as it results in only superficial 
and insufficient disinfection. Satisfactory disinfec- 
tion may be obtained by employing a 4o per cent 
solution of formalin in a Janet, Rovsing, Marion, or 
similar apparatus and putting the catheters into the 
apparatus in a moist condition. 

Laurell agrees with Walbum that perfectly reli- 
able sterilization can be obtained only by the use of 
a vacuum formalin oven. 
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ROENTGENOLOGY 


Desjardins, A. U.: Radiotherapy for Acute and 
Chronic Inflammatory Conditions. Texas State 
J M., 1936, 31: 616. 


Some physicians who are familiar with the thera- 
peutic possibilities of roentgen irradiation in the 
treatment of various inflammatory processes hesi- 
tate to make use of the method because they fear 
either the deleterious effects of excessive irradiation 
on the skin, sometimes observed after the treatment 
of tumors with maximal doses, or the systemic reac- 
tion with which such treatment is often associated. 
So far as inflammatory lesions are concerned, such 
fears are largely unfounded, if the treatment is ad- 
ministered by a radiologist who has had substantial 
experience in this phase of radiology. Compara- 
tively small or moderate doses are employed. 

Many forms of acute inflammation yield rapidly 
to a single, small dose of roentgen rays. Other 
things being equal, the more acute the lesion the 
smaller the dose of rays required. The results are 
most striking and prompt when the lesions are irra- 
diated early, during the stage of leucocytic infiltra- 
tion and before suppuration has set in. At a later 
stage irradiation may still be useful as suppuration is 
hastened. A further advantage of early treatment is 
the usually prompt relief of pain. Sometimes, how- 
ever, the relief may be preceded by an increase in 
the pain for a brief period. Occasionally it may be 
advisable to repeat the treatment after an interval of 
from six to ten days, but as a rule this is unnecessary. 

Among the acute inflammatory lesions in which 
the therapeutic value of irradiation appears to have 
been fairly established are furuncle, carbuncle, 
cellulitis and phlegmon, onychia and paronychia, 
abscess, acute adenitis, erysipelas, and gas-bacillus 
infection. Certain other acute inflammations, such 
as sinusitis, mastoiditis, pelvic infection, and osteo- 
myelitis, also seem to be influenced favorably, but 
the accumulated evidence is not yet absolutely con- 
clusive. The incidence of favorable results runs 
fairly consistently between 70 and 80 per cent. The 
fact that many patients recover promptly without 
operation does not mean that irradiation should sup- 
plant surgical measures. Rather, the surgeon and 
radiologist should coéperate all the more closely be- 
cause, even when irradiation has had a good effect, 
the shortening of the inflammatory process may 
require a more prompt, if less extensive, interven- 
tion. 

According to A. J. and W. A. Quimby, “‘no patho- 
logical process in the‘ body responds quicker to an 
X-ray exposure than the non-resolution following 
pneumonia.” Other reports have tended to confirm 
this view. An equally favorable effect of irradiation 


in a large percentage of cases of postoperative pnew- 
monia as well as cases of pneumonia unrelated to sur- 
gical intervention has been recorded. 

In erysipelas which is not a complication of dia- 
betes or nephritis, early and wide exposure of the 
affected region to a moderate dose of roentgen rays 
is followed by abatement of the fever in from twelve 
to thirty-six hours and gradual recession of the dis- 
ease. In some cases, the lesion may recur after « 
variable period of improvement and additional 
treatment may be required to arrest the process. 
The treatment must not be confined to the visible 
part of the lesion, but should include a wide area of 
apparently normal, surrounding tissue. Favorable 
results can be obtained also by exposing the affected 
region to ultraviolet rays, but this requires a strong, 
erythema or blistering dose and it is often difficult 
to know whether the disease is receding or extending. 

Acute parotitis is an uncommon but sinister com- 
plication of certain surgical operations. Rankin 
and Palmer (1930) have found that the disease is 
from fifteen to twenty times more common after 
surgical interventions on the colon than after all 
other operations. The reported mortality ranges be- 
tween 35 and 60 per cent. A moderate dose of ra- 
dium applied soon after the onset of the parotitis 
(infiltrative stage) caused the inflammatory process 
to subside in most cases within from twenty-four 
to forty-eight hours and prevented suppuration. 
The mortality was correspondingly reduced. Sup- 
puration was only one-tenth as common after irradia- 
tion with radium as after ordinary methods of treat- 
ment. These conclusions are based on twenty cases, 
in only two of which surgical drainage was necessary. 
A few patients have been treated with the roentgen 
rays, with equally encouraging results. Radium 
irradiation is preferable in many cases of postopera- 
tive parotitis because it can be given without dis- 
turbing the patient. 

The favorable influence of radiotherapy on certain 
varieties of chronic inflammation has long been 
known. Among these may be mentioned tubercu- 
losis, actinomycosis, trachoma, and active, infectious 
chronic arthritis. The doses of roentgen rays must 
be larger than the doses used in acute inflammations 
and must be repeated several times at suitable 
intervals. The treatment of such lesions with maxi- 
mal (erythema, tolerance. or tumor doses) is bad 
practice. The effect of irradiation on tuberculous 
lesions is characteristically slow. In tuberculous 
adenitis the affected region must be irradiated every 
three or four weeks for from three to twelve months. 
In the absence of calcification, the inflamed lymph 
nodes gradually recede and either disappear com- 
pletely or remain as small fibrous granules. Unless 
abundant, caseous material may be slowly absorbed 
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or replaced by calcium. When suppuration occurs, 
the pus can often be withdrawn through a needle of 
large bore. In order to prevent the formation of a 
sinus the needle should be introduced, not through 
the thinnest tissue overlying the fluctuant area, but 
to one side, through dense tissue. Sometimes the 
pus cannot be evacuated thus and incision may be 
necessary. However, the extensive surgical proce- 
dures formerly in vogue are no longer necessary in 
the majority of cases. The resolution of tuberculous 
lesions appears to be hastened by supplementing 
periodical roentgen irradiation with daily exposure 
of the entire body to gradually increasing doses of 
ultraviolet rays (preferably emitted by a carbon-arc 
lamp). Ultraviolet irradiation confined to the affected 
region is usually a waste of time. Much of what 
has been written about tuberculous adenitis ap- 
plies to tuberculosis of the peritoneum. Tubercles 
in the cornea or iris recede more rapidly after ex- 
posure to roentgen rays than tuberculous lesions 
elsewhere in the body. The dose of roentgen rays 
should never exceed three-fourths of an erythema 
dose. Larger doses, especially in the cases of chil- 
dren, might lead to epithelial degeneration in the 
lens and cataract. 

When actinomycosis affects the face, mouth, or 
other relatively superficial structures, roentgen 
irradiation, the internal use of large doses of iodides, 
and occasionally, simple surgical incision of an ab- 
scess for drainage are the most effective measures, 
resulting in cure in a large percentage of the cases. 
Not infrequently, actinomycotic inflammation arises 
in the intestine. Exploratory maneuvers and any 
measure beyond the simple drainage of an abscess 
are strictly contra-indicated because they serve only 
to spread the infection. Thorough exposure of the 
entire abdomen (front and back) to a moderate dose 
of roentgen rays may be followed by substantial 
improvement and sometimes by complete and per- 
manent cure. It is essential that the treatment be 
repeated several times at intervals of four weeks, 
and that it be supplemented by large doses of iodides. 
When the infection has extended to the respiratory 
tract, more than slight and temporary improvement 
is not likely to be obtained with any method of 
treatment. 

Mayou (1902) recorded sixteen cases in which he 
treated trachoma with roentgen rays. Six of the 
patients were completely cured, and the others 
showed varying degrees of improvement. Mayou’s 
experience has been corroborated by many others. 
The action of the rays is greatest in the early stages 
of the granular form of the disease and least in the 
late stages, when the granulations have been re- 
placed by connective tissue. 

In many cases of chronic infectious arthritis roent- 
gen irradiation may relieve the pain, reduce the 
swelling, and diminish the resulting functional dis- 
ability. The percentage of cases in which favorable 
results are obtained is sufficient to deserve atten- 
tion. The degree of improvement varies consider- 
ably in different cases. As in other chronic inflam- 
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mations, maximal improvement requires repeated 
treatment. The best results are obtained in cases in 
which the inflammation is active. Focal infection 
must be dealt with irrespective of irradiation. 

The significant réle of lymphocytes, polymor- 
phonuclear cells, and eosinophiles in the defense of 
the organism against infection, and the sensitiveness 
of these cells to irradiation make it appear likely 
that the rays act mainly by destroying a proportion 
of the leucocytes infiltrating the lesions or circulating 
in the blood vessels which supply the affected area. 
Since leucocytic infiltration is such an important 
factor in the defense against infection, the question 
arises why the destruction of a large number of leuco- 
cytes infiltrating such lesions may not do more harm 
than good. The only answer is that no one has yet 
submitted any evidence of such an ill effect after 
small or moderate doses. If it can be assumed that 
the leucocytes which the organism mobilizes around 
the site of infection represent an effort to localize the 
infection and to get rid of the infectious material by 
phagocytosis or otherwise, it must be assumed also 
that the infiltrating cells contain or elaborate within 
themselves the protective substances which enable 
them to neutralize the bacterial or other toxic prod- 
ucts giving rise to the defensive inflammation. If 
these assumptions are well founded, it seems not un- 
reasonable to deduce that, by destroying the infil- 
trating leucocytes, irradiation causes the protective 
substances contained in these cells to be liberated 
and to be made even more readily available for 
defensive purposes than they were in the intact cells. 

A considerable amount of evidence indicates that 
the relative proportion of leucocytic infiltration and 
connective tissue present in and around such a le- 
sion influences the action of the rays in opposite 
directions. This will explain why larger doses are 
necessary for chronic processes and why the treat- 
ment must be repeated for some time before a cure 
or maximal improvement can be obtained. 


Galifi, L.: The Roentgen and Radium Therapy of 
Cutaneous Cancer (La roentgen- e la radium- 
therapia de] cancro cutaneo). Radiol. med., 1936, 
23: 65. 

This article deals with twenty-seven cases of 
cutaneous epithelioma which were successfully 
treated at the Radiological Institute of the Ospedali 
Riuniti of Calabria in the period from July, 1932, 
to June, 1935. Each case is reported briefly with 
photographs of the lesion before and after treatment. 

Some of the cases were treated by roentgen ir- 
radiation alone with 95 kv., 2 ma., filtration with 1 
mm. of aluminum, and a skin-target distance of 24 
cm., a dose of 1,600 r being administered in a single 
seance. Others were irradiated with surface radium 
applicators, and a very few with a combination of 
interstitial radium needles and surface radium ap- 
plicators. The duration of the irradiation with the 
surface radium applicators was regulated so that 
from 2 to 3 mc. destroyed per square centimeter were 
given when the epithelioma was not larger than 4 
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sq. cm., and 2 mc. destroyed per square centimeter 
were given when the epithelioma was larger. In the 
cases in which a combination of interstitial and sur- 
face radium irradiation was used the radium needles 
were inserted around the border of the lesion so as to 
give 1 mc. destroyed per linear centimeter and were 
left in situ for from three to five days. The surface 
applicator was placed chiefly over the central part 
of the lesion and left in place long enough to give an 
additional 1 to 114 mc. destroyed per square centi- 
meter of surface. 

Healing was obtained in 93 per cent of the cases 
in which no other type of treatment had been given 
previously and in 25 per cent of those in which the 
treatment was administered for recurrence. 

The author concludes that irradiation therapy, 
whether in the form of roentgen or radium irradia- 
tion, is the method of choice for all skin cancers. It 
makes little difference whether the lesion is of the 
basal-cell or the squamous-cell type. Disappearance 
of the lesion results regularly if an adequate dose is 
administered. The only site at which a complication 
may arise is the ear where, because of the proximity 
of cartilage, healing may require a longer period. If 
an insufficient dose of irradiation is given in the 
beginning, subsequent radioresistance of the car- 
cinoma cells which, according to the author, is due 
to a latent secondary infection, may develop and 
greatly retard healing. Under such conditions it 
appears preferable to complete the treatment by 
another method such as roentgen therapy if radium 
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irradiation was given first, radium therapy if roent- 
gen irradiation was the primary treatment, or 
surgical removal. T. Leucutta, M.D. 


RADIUM 


Goodfellow, D. R.: Radium and Human Leuco- 
cytes. Acta radiol., 1936, 17: 1. 

Systematic hematological investigations were 
carried out in the cases of sixty-one patients who 
were treated with radium for malignancy. In al 
except one of the cases in which very small doses 
were given there were leucocytic changes charac- 
teristic of the type of therapy employed. 

Implantation treatment was found to cause a 
marked neutrophilia followed by a progressive and 
severe leucopenia affecting all types of leucocytes 
except, in certain cases, the monocytes. After 
surface therapy equally marked changes occurred, 
but developed more slowly than after implantation 
treatment. The lymphocytes were the cells most 
affected by the irradiation. The author has evolved 
a method by which a mathematical relationship 
between the loss of these cells from the circulating 
blood and the dosage employed in a given case may 
be established. 

Structural changes in all types of leucocytes have 
commonly been seen during intensive radium 
therapy. Immature and in many cases embryonic, 
cells have appeared during severe leucopenia. The 
author discusses the causation of these changes. 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Huggins, C. B., Blocksom, B. H., Jr., and Wilson, 
H.: Thermal Changes in Local Asphyxia and 
Reactive Hyperemia. Arch. Surg., 1936, 32: 528. 


The observations reported were made chiefly on 
man but also on dogs and rabbits. All heat deter- 
minations were made with a thermo-electric couple. 
A method for determining the temperature of bone 
marrow is described. The thermal changes observed 
by this method after circulatory obstruction and 
release were comparable to those produced by the 
previous methods of studying these phenomena, 
provided certain limiting factors in the method were 
controlled. Mechanical obstruction resulted in a 
decrease of heat, and release was followed by hyper- 
thermia in the limb. After release of constriction in 
the extremity there was a fall in the temperature of 
the unobstructed limb. Chemical obstruction of the 
circulation by intra-arterial injections of epinephrin 
was followed by a similar decrease of heat, but 
hyperthermia did not occur after release. A pre- 
ceding mechanical arrest of the circulation shortened 
the effect of an immediately subsequent intra- 
arterial injection of epinephrin and led to hyper- 
thermia. 

In the dog and man, injections of from 0.5 to 0.75 
c. cm. of a 1:1,000 solution of epinephrin hydro- 
chloride into the femoral artery produced complete 
vascular spasm even of the large arteries. Recovery 
as judged by visual observation of a hyperemic 
flush of the skin occurred in a centrifugal manner, 
beginning proximally in the thigh. The thermal 
curves after such injections suggested complete 
arrest. In dogs, amputation below the knee was 
accompanied by very slight hemorrhage. Greater 
increments of heat occurred in reactive hyperemia 
in the bone marrow than in the muscle or the skin 
in the extremity and in the limb rendered anemic 
before occlusion than in the congested limb. 

WaLTER H. Napier, M.D. 


White, E.: On the Possible Transmission of Hemo- 
lytic Streptococci by Dust. Lancet, 1936, 230: 941. 


Recent attempts of Colebrook to trace the source 
of puerperal infections have suggested very strongly 
that in the majority of cases streptococci had been 
conveyed to the genital tract from the nose or throat 
of the mother herself or of someone coming into con- 
tact with her. In a minority of cases no apparent 
source was found, and the question arose whether in 
these instances the organisms may not have’ reached 
the genital tract by the agency of air-borne particles. 
Therefore, to determine the degree and duration of 
such contamination, tests were made of the dust of 


rooms in which women with puerperal fever were 
individually isolated. 

Blood-agar plates were exposed in various parts 
of the rooms of twenty-seven patients for variable 
periods of time at different times of the day. It was 
found that the dust was always contaminated with 
hemolytic streptococci, and that in most instances 
the strain isolated from the dust was identical with 
that infecting the patient. The dust of the rooms of 
patients infected with organisms other than the 
streptococcus yielded streptococci seldom and only 
in very scanty growths. It was feund that strepto- 
cocci could remain viable in dust for many days or 
weeks, but were rapidly destroyed by a 4o per cent 
formaldehyde spray. 

In further support of the theory of air-borne infec- 
tion by hemolytic streptococci the author cites the 
case of an employee of the hospital who contracted 
acute pharyngitis and adenitis while making the bed 
and sweeping the room of a patient with puerperal 
sepsis. The employee at all times wore a mask. 
Cultures from her throat yielded organisms identical 
with those isolated from the cervix of the patient. 

ArtTHUR S. W. Tourorr, M.D. 


Geschickter, C. F.: Mesothelial Tumors. Am. J. 
Cancer, 1936, 26: 378. 


The mesoderm of the embryo separates early into 
two major divisions. A paraxial or somatic portion 
forms the sclerotome, and a coelomic or visceral por- 
tion forms the splanchnocoele and the tissue for the 


genito-urinary organs. The splanchnocoele, the 
major derivative of the coelomic cavity, gives rise to 
the special serous cavities of the body, including the 
peritoneal, pericardial, and pleural cavities, which 
are lined by persisting coelomic epithelium—the 
mesothelium. A tendency of the coelomic epithelium 
to persist as such and of the underlying mesoderm 
to form vascular connective tissue rather than 
muscle is characteristic of the derivatives of the 
splanchnocoele. Tumors derived from the pleura, 
pericardium, and peritoneum, to which the name 
“‘mesothelioma”’ is given show similar tendencies. 
Their components are epithelial and fibrous. The 
more malignant tumors are extremely vascular. The 
largest number of mesothelial tumors occur in the 
meninges. They are benign and are variously termed 
‘“arachnoidal fibroblastomas,” ‘‘dural endothe- 
liomas,” and “‘meningiomas.”’ The pleural tumors 
are next in frequency but more malignant. Tumors 
of the pericardium and peritoneum are extremely 
rare and similar in behavior to tumors of the pleura. 

In the formation of the ovary the primitive meso- 
derm is carried inwardly with the down-growing 
epithelium and from it tumors of a mesothelial 
character occasionally develop. Metastases are 
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formed extremely rarely by mesothelial tumors, 
regardless of their location. 

Meningeal tumors constitute about one-sixth of 
the newgrowths involving the cranial contents. 
Similar tumors may arise from the coverings of the 
spinal cord. The majority of meningeal tumors are 
encapsulated growths occurring in adult life. In the 
series of 106 cases observed by the author, the peak 
of age incidence was in the decade between thirty 
and forty years. Intracranial pressure (evidenced 
by headache, vomiting, and impairment of vision) 
and epileptic seizures, usually beginning in the leg 
or arm, are the most common signs. An interesting 
feature of these meningeal tumors is the variety of 
changes produced in the cranial bones. In the roent- 
genogram may be seen markings produced by in- 
creased vascularity, clearly demarcated areas of 
bone resorption, and centers of calcification. At 
operation, the meningeal tumor is found attached 
to the dura and extending inwardly, pressing upon 
the brain substance. The treatment of meningeal 
tumors is surgical. Extirpation of the smaller 
growths is rarely followed by recurrence. The more 
invasive tumors either recur or are inoperable. 

Tumors affecting the chest wall are of a variety of 
histological forms. Cartilaginous and osseous tumors 
arising from the ribs are the most common tumors 
in this region. Next in frequency are tumors of 


nerve sheaths. Mesotheliomas are among the rare 
tumors arising from the pleura which show charac- 
teristic microscopic and clinical features. Approx- 
imately one-seventh of benign and malignant new- 


growths affecting the chest wall originate from the 
pleural lining cells. Among the author’s series of 136 
cases there were 25 of mesothelioma of the pleura. 
Following its clinical recognition, the neoplasm usu- 
ally pursues a rapid course, involving the pleura 
diffusely on one or both sides. Distant metastases 
are extremely rare although the mediastinal lymph 
nodes and the lungs may be affected in the terminal 
stages. Extension through the diaphragm with 
involvement of the liver and peritoneal cavity is not 
uncommon. The most common symptom is pain in 
the chest accompanied by bulging or retraction in 
the painful area. On palpation, the mass can be felt 
either as a region of thickening or as a definite 
demarcated tumor protruding between the ribs or 
surrounding the bone. Cough, dyspnea, and pleural 
effusion occur later in the disease. In the roent- 
genogram, the characteristic finding is a dense 
shadow with its base at the ribs and its apex directed 
toward the mediastinum. The margins of the 
shadow are smooth, and the base is usually moulded 
to the contour of the chest wall. At operation, a 
localized mass may be found involving the pleura 
and the overlying structures of the chest wall, in- 
cluding one or more ribs. In some cases, the entire 
visible visceral and parietal pleura on the affected 
side are involved by a dense, infiltrating mass. 
Neither surgery nor irradiation appears to cause im- 
provement. Involvement of the pleura, a fibro- 
epithelial structure of the tumor, and rarity of dis- 
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tant metastases are characteristic of mesothelioma 
of the pleura. 

Tumors microscopically similar to those occurring 
in the pleura are found in the pericardium and the 
peritoneal structures, including the mesentery and 
omentum. Rarely, the mesodermal tissue of the 
ovary gives rise to tumors resembling the meso- 
theliomas. Such tumors occur in adults and are 
usually accompanied by cyst formation. They may 
be bilateral. The capsule of the ovary shows a 
characteristic thickening. Josepn K. Narat, M.D. 


Newton, A.: Major Surgery in Patients Over Seventy 
Years of Age. Med. J. Australia, 1936, 1: 187. 


Newton reports the cases of 100 patients over 
seventy years of age who were subjected to major 
operations with a mortality of only 8 per cent. The 
surgical procedures included operations for chole- 
lithiasis, hypertrophy of the prostate, carcinoma of 
the stomach, carcinoma of the colon, carcinoma of 
the pancreas, peptic ulcer, acute intestinal obstruc- 
tion, strangulated hernia, perforation of a duodenal 
ulcer, acute appendicitis, torsion of an ovarian cyst, 
carcinoma of the rectum, and rupture of the rectum, 
exploratory laparotomies in which inoperable malig- 
nancy was discovered, radical removal of the breast 
for carcinoma, amputation of an extremity for 
gangrene due to thrombo-angiitis obliterans, division 
of the sensory root of the fifth cranial nerve for tic 
douloureux, and excision of the tongue and cervical 
glands for carcinoma. 

Two of the deaths were attributed to delay of the 
operation and 4 to errors in the choice of the opera- 
tive procedure or in the after-treatment. In 1 fatal 
case the house surgeon failed for some hours to report 
the fact that hemorrhage had followed the removal 
of a gauze pack inserted into the prostatic cavity at 
the time of operation. The patient, a diabetic, lost 
considerable blood and died of uremia two days 
later. Newton states that the introduction of the 
Harris technique has decreased the fear of a repeti- 
tion of the accident occurring in this case. He be- 
lieves that one of the other patients who died would 
have survived if the Mikulicz technique had been 
used for sloughing of the bowel wall which occurred 
when the glass Paul tubes were tied in. 

Newton believes that the management indicated 
for an aged patient who must undergo a major 
surgical operation does not differ materially from 
that appropriate for younger patients although in 
the cases of elderly persons, because of the physio- 
logical degeneration of all of the organs, the margin 
of safety is smaller and an error of judgment is fol- 
lowed by a swifter and more drastic penalty. A pre- 
operative rest of some days in the hospital is of great 
value. During this time, a diet rich in carbohydrates 
should be given and those responsible for the nursing 
of the patient should attempt to win his confidence 
and inspire him with hope. The surgeon must select 
the optimum time for the operation in each case and 
frequently must exercise great patience before decid- 
ing that that time has arrived. During the interval 
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before operation and throughout the patient’s illness 
it is of the greatest importance to keep the patient in 
a mood of optimism, a task which, fortunately, is 
less difficult in surgical than in medical diseases of 
the aged. The means used must depend upon the 
psychological make-up of the individual. There must 
never be any suggestion that advanced age increases 
the risk of operation. 

With regard to the type of anesthesia to be em- 
ployed for aged patients, opinions differ. However, 
the majority of writers on the subject consider local 
anesthesia most suitable. In the cases reviewed by 
Newton, local anesthesia was restricted to cases in 
which there was an obvious indication for it, such as 
the radical treatment of hernia, in which it is de- 
sirable to prevent strain from postoperative vomit- 
ing, and cases of pyloric stenosis, in which there is 
risk of regurgitation of gastric contents into the 
respiratory passages. In all other cases some form of 
general anesthesia was used. With the possible ex- 
ception of 2 deaths from bronchopneumonia after 
gastrectomy, none of the deaths could be attributed 
to the anesthetic. In the author’s opinion the best 
anesthetic for aged patients is nitrous oxide and 
oxygen, but for abdominal operations which require 
more relaxation than these gases produce, ethylene 
and oxygen can be safely substituted. These anes- 
thetics must be administered by an anesthetist 
skilled in their use as it is essential to prevent 
cyanosis. In abdominal operations performed under 
ethylene anesthesia lack of gentleness on the part of 
the surgeon will prevent satisfactory relaxation. 
Most anesthetic troubles are due to the anesthetist 
or the surgeon rather than the drug employed. In 
the reviewed cases, ether was given by the intra- 
tracheal method to all patients subjected to removal 
of the prostate by the Harris method and proved 
quite satisfactory. 

In the performance of the operation, gentleness 
and care are essential. It is therefore obvious that 
the best results are obtained when the surgeon works 
on familiar ground in a well-equipped hospital and 
is assisted by a team accustomed to his work. It is 
desirable also that the surgeon conduct the post- 
operative treatment himself. 

After the operation the patient must be kept 
warm, saline solution should be administered by 
rectum, and food in fluid and semisolid form should 
be given as soon as possible. Special care must be 
exercised in the use of sedatives since the primary 
effects of these drugs and, because of the deficient 
powers of elimination in the aged, the secondary 
effects also are more pronounced than in younger 
patients. Morphine should be given, when necessary, 
in small doses and combined with atropine. Seda- 
tives of the barbiturate group should be given with 
caution as the use of these drugs is often followed by 
mental confusion for a day or two which makes it 
difficult to secure the cooperation of the patient in 
the after-treatment. The author has found the best 
soporific to be a mixture of phenacetin and aspirin 
given in small doses. 
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Postoperative pneumonia developing in the first 
few days after operation is due to pulmonary 
atelectasis. Its occurrence is not the fault of the 
anesthetist, but often the result of poor judgment on 
the part of the surgeon or unskillful postoperative 
nursing. Atelectasis is best prevented by avoidance 
of operation in the presence of bronchitis or excessive 
bronchial secretion when this is possible; protection 
of the patient from chills and draughts in the operat- 
ing theater, the ward, and the passage between them; 
the establishment of full deep respiratory movement, 
particularly in the first few days after operation; 
skilled nursing; and, if necessary, the injection of 
morphine to facilitate coughing by relieving the 
wound pain. The nurse should encourage the patient 
to take deep breaths and to cough up bronchial 
secretion, assist him in these efforts by supporting 
the abdominal wall with her hand, and move him 
from time to time into a more comfortable position. 

The efforts of the patient and the nurse should be 
aided by the administration, during the first two 
days after the operation, of inhalations of carbon 
dioxide for five minutes every hour except when the 
patient is asleep, and, in some cases, the subcutan- 
eous injection of coramine. It is preferable to give 30 
per cent or even pure carbon dioxide by the tube- 
and-funnel method than the usual ro per cent oxygen 
mixture, as the latter is ineffective unless it is admin- 
istered under a tent, a contrivance resented by many 
patients. Expulsive efforts may be aided by the 
force of gravity by placing the patient flat in bed for 
a time and raising the foot of the bed on blocks. 

Of the reviewed cases, postoperative pneumonia 
occurred in only 2. In both cases the condition was 
fatal, but the patients were treated under condi- 
tions precluding skilled postoperative nursing. 

There were 2 cases of pulmonary infarction, 1 case 
of femoral thrombosis, and 1 case in which death oc- 
curred suddenly as the patient was walking out of the 
hospital, possibly as the result of embolism. The 
occurrence of thrombosis is best prevented by move- 
ment. Every patient should be instructed to move 
the lower limbs up and down, imitating the motions 
of riding a bicycle, several times a day. Bankoff has 
recently suggested the injection of 0.015 gm. of 
ephetonin together with 0.43 mgm. of atropine on 
the fifth, seventh, and ninth days after operation to 
prevent postoperative thrombosis. 

In the reviewed cases no attempt was made to get 
the patients out of bed any earlier than younger 
patients. Thewlis reported that as all senile patients 
fail rapidly while in bed he gets his aged patients up 
in a chair the day after the operation. In his opinion 
patients believe that they will recover if they are 
allowed to get out of bed early. According to 
Newton’s experience, hope can be inspired by less 
radical measures, and there is no necessity to harass 
the aged by getting them out of bed before the 
wound has healed. 

In conclusion the author urges that major surgery 
be not denied a patient because of advanced age. 

Mrnas JOANNIDEs, M.D. 
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DUCTLESS GLANDS 


Kosdoba, A. S.: Some Problems of Clinical Surgery 
and Experimental Endocrinopathology (Ueber 
einige Probleme der klinischen Chirurgie und der 
experimentellen Endokrinopathologie). Arch. f. klin. 
Chir., 1935, 182: 414. 

In this article the great importance of the influence 
of the endocrine glands on the basic biological 
processes, and particularly on metabolism (reticulo- 
endothelial system) and tissue regeneration is demon- 
strated. The author’s findings with regard to the 
relationship between the absorbing function of the 
reticulo-endothelial system and the resistance of the 
organism of the experimental animal to infection 
when the hormones of certain endocrine glands were 
experimentally increased or decreased are sum- 
marized as follows: 

1. Adrenal glands. When the adrenal hormone 
was increased in the organism of the experimental 
animal, the absorbing function of the reticulo- 
endothelial system and the resistance of the organism 
were diminished. When this hormone was decreased 
the resistance diminished still further. The function 
of the reticulo-endothelial system is very different in 
different types of animals. 

2. Thyroid gland. When the thyroid hormone 
was increased the absorbing function and the re- 
sistance were increased. When it was decreased the 
resistance was decreased and, in most of the animals, 
the absorbing function was also decreased simul- 
taneously. 

3. Testicles. In young animals in which the 
testicular hormone was increased the absorbing 
function and resistance were increased. When the 
amount of this hormone was decreased the results 
were conflicting. In old animals resistance appeared 
to be diminished. f 

4. Ovaries. When the ovarian hormone was in- 
creased, the function of absorption was increased, 
but the resistance showed contradictory results. 
When this hormone was decreased the results were 
conflicting. 

5. Pancreas. When the pancreatic hormone was 
increased the absorption was increased while re- 
sistance showed no change. When this hormone was 
decreased, resistance against infection in dogs with a 
pancreatic fistula was decreased. The absorbing 
function varied in the different types of animals. 

6. Spleen. When the splenic hormone was in- 
creased, both absorption and resistance were in- 
creased. When this hormone was decreased no effect 
was demonstrable. 

7. Liver. When the common duct was ligated and 
when there was a fistula of the duct, the resistance of 
the animals was lowered both when the liver hormone 
was increased and when it was decreased. The re- 
sults with regard to absorption were conflicting. 

The most interesting findings were made in a study 
of the healing of experimental wounds in various 
animals when the amount of hormones in the or- 
ganism was increased and decreased. In general it 


was found that a temporary increase or decrease of 
the hormones of certain glands and organs with an 
internal secretion was not without an effect on the 
organism, and that in the majority of cases jit 
changed the course of the normal regenerative 
process. An increase of the adrenal hormone slowed 
up the regenerative processes by from two to forty 

five days. This was observed in every component o{ 
the regenerating wound. The chief réle was played 
by the blood vessels. In some of the cases of wound 
healing a decrease in the adrenal hormone produced 
opposite results in the regenerating wound. The 
thyroid gland also played an important rdle in 
wound healing. An experimental increase of this 
hormone shortened the course of the healing by from 
two to eleven days. Its effect was exerted chiefly on 
the connective tissue. This was even more obvious 
in experiments on animals with hypofunction of the 
thyroid gland. In the latter, there was a delay of 
wound healing of from four to forty days which was 
associated with strong inhibition of the formation of 
granulation tissue and a weak reaction of the connec- 
tive-tissue elements. When the spleen was trans- 
planted the healing was shortened by from two to 
nine days. On the other hand, when the spleen was 
removed, healing occurred more slowly and primary 
cohesion of the wound was delayed. The liver also is 
of great importance in the process of wound healing. 
When the common bile duct was ligated and also 
when a Pawlow fistula was formed the course of 
wound healing was lengthened by from seven to 
twenty-five days. When from o.5 unit to 8 units of 
insulin were administered, the healing process was 
shortened by from three to twelve days, and when 
the pancreas was partially resected or completely re- 
moved retardation of wound healing up to as much 
as two months was observed. 

In the treatment of wounds with retarded granula- 
tion, organotherapy was frequently used in cases 
without endocrine disturbances as well as in cases in 
which such disturbances were present. The hor- 
mones were introduced subcutaneously, intramus- 
cularly, or intravenously, or were applied locally like 
a vaccine. Very instructive results were obtained. 
Slowly granulating wounds of animals without 
endocrine disturbances healed much more rapidly 
following the use of organotherapy than similar 
wounds in control animals. In slowly granulating 
wounds in various animals which usually required an 
average of from twenty-eight to sixty-four days to 
heal, healing was reduced to from fourteen to thirty- 
six days. The hormones of the thyroid gland, the 
pancreas, and the sex glands as well as spleen extract 
were noted to have a special activity. The combined 
hormones of several endocrine glands were also in- 
jected. In some instances this treatment had a better 
effect than the use of the hormone of a single gland. 
The hormones and extracts of the spleen, thyroid 
gland, and sex glands stimulate the granulation and 
epithelization processes. It was found also that the 
biochemistry of the blood and the wound secretion 
and, in some cases, the action of certain drugs were 
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influenced by hyperfunction or hypofunction of the 
glands of internal secretion. In torpidly granulating 
wounds with glassy, unhealthy granulations bio- 
chemical examination revealed increased alkalinity 
of the wound contents. When organotherapy was 
used the reaction changed toward acidity. In some 
investigations various pharmacological substances, 
such as adrenalin, morphine, pilocarpin, and physo- 
stigmin, were injected in therapeutic and large doses. 
When the hormones of certain endocrine glands were 
increased or decreased the effect of the drugs on 
different systems or tissues was usually also increased 
or decreased. Occasionally, however, no effect was 
observed. For instance, after removal of the thyroid 
gland in guinea pigs, rabbits, and dogs, the injection 
of lethal doses of adrenalin produced no symptoms of 
elevation of the blood pressure. Similar observations 


were made in the case of a dog into which from 0.001 
to 0.002 gm. of pilocarpin was injected after the sex- 
gland hormone had been increased by Woronow’s 
method. Finally, ulcerative intestinal lesions were 
observed following an increase of thyroid gland 
hormone in the blood of the experimental animal 
= after the mechanical destruction of one adrenal 
gland. 

In conclusion the author says that the great im- 
portance of the endocrine glands in the regenerative 
process of the organism should be stressed. In every 
type of disease the condition of these glands should 
be determined. Every cell of the living organism is 
in the sphere of action of the endocrine glands, most 
of which are powerful’ catalyzers of the processes 
taking place in the cell. 

(HAUMANN). Harry A. SALZMANN, M.D. 
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